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ABSTRACT
The present longitudinal study utilizes the Sociological 
Causal Model of Neurosis postulated by Broun and Harris (1978)3 and 
the Circumplex Model3 by Olsen et al. (1976) in looking at the family 
problems of youth homelessness which contribute to mental health. 
Fifty subjects from the first and second stages of homelessness 
participated in the study3 ranging in age from 12-18 years. Data 
collection was over a period of six months3 and subjects filled out 
the Initial Questionnaire on arrival at a youth refuge. Follow-up 
questionnaires were posted out at 6 weeks to where the subjects were 
living and two outcome groups were formed: Return home and Failure 
to return home. A Parents' Questionnaire was posted to the subject's 
nominated parent in order to gain independent information about the 
subject and the family.
Four self-report scales were utilized in the study and these 
were: the Hopkins Symptom Checklist (Derogatis et al. 1974) which 
measured the dependent variable3 neurosis; the Adolescent Life Event 
Scale by Ferguson (1981)3 the Moos Family Environment Scale (Moos and 
Moos, 1976)3 and the Support Questions which were derived from the 
support interview questions used by Brown and Harris (1978)3 to 
measure the independent variables. The questions on family structure 
asked about the subject's parental status and were divided into two 
groups: nuclear and non-nuclear3 families.
The results revealed a remarkable homogeneity of sample type: 
females (50%) and males (50%)3 high levels of unemployment (48%) or 
still at school (48%) and high levels of family conflict (56%) and 
loss of family support (28%). The majority came from non-nuclear 
family structures (86%)3 compared to nuclear families (14%).
viii
Factors contributing to high levels of symptoms reported by 
subjects included parental marital statuss high cumulative distress 
scores3 rigidity in family rules and roles (adaptability)3 and a 
family member with whom one had had recent interpersonal conflict 
(made things worse). Factors conducive to psychological well-being 
included high family cohesiveness and adequate family support.
Subjects who failed to return home were found to be females who had 
a family member who made things worse3 but who had also received 
other forms of adequate family support. Both family and personal 
variables were found to be important in determining outcome following 
a stay at a youth refuge.
The results suggest that the majority of homeless youth in the 
first and second stages of homelessness who seek shelter at a youth 
refuge due to family disruption are high risk candidates for developing 
a psychological illness. The family patterns are indicative of 
dysfunctional systems and that major preventative work in the 
community is needed for step families and single parent families if 
the problems are to be reduced.
1PART 1: REVIEW OF THE LITERATURE
1. YOUTH HOMELESSNESS 
A. Introduction
The numbers of homeless youth in Australian cities is 
increasing, according to recently available statistics (Report from the 
Senate Standing Committee on Social Welfare (1982)). This may be due 
to an actual increase in numbers, or the uncovering of a largely 
hidden phenomenon by the media and crisis accommodation services.
The definition "youth" or "young people" includes any persons 
between the ages of 12 and 25, though persons under the age of 18 face 
legal restrictions on independence and so constitute a special group. 
The definition of homelessness is broadly stated by Hancock and 
Burke (1985, p.3) as:
"Homelessness includes not only the absence of 
’secure, adequate and satisfactory shelter, but 
a right to that shelter and the support and 
security one obtains from the network that 
should surround a home'. Homelessness extends 
further than a lack of shelter and encompasses 
distress and crisis caused by a variety of 
factors that are manifested in housing disruption 
and the lack of a secure base or 'home' to 
which to relate".
B. Historical Perspectives
In Australian society it has been customary for young people 
to leave the family home in their late teens and seek independence, 
though many changes in society contribute to the mobility of young 
people. The smaller numbers who left home 20 to 30 years ago had 
reasons quite different to today and were frequently in search of jobs 
and hoped to better themselves. Today, leaving home seems appealing
2to young people seeking a more attractive life-style as exemplified 
by media sources (Deisher, 1975).
Johnson and Carter (1980) suggest that the days when the 
children were viewed as valuable resources and a contributor to the 
home, have been replaced by an anxious search for meaning and 
direction in modern lives. Homeless youth exemplify a transition 
from home which has been unsuccessful or beset with problems. Two 
mainstreams of thought have emerged from consideration of the 
reasons for this failure to achieve independence:
(i) Situational Factors: The adolescent is seen to cope ineffectively
with his/her personal situation, resulting in emotional difficulties. 
The subsequent abandonment of the family home, coupled with such 
things as family conflict, household breakdown, drug or alcohol 
problems, pregnancy, sexual or physical abuse, school problems and 
institutionization make reconciliation difficult if not impossible.
(ii) The second point of view is concerned with Structural Factors 
which are external factors which include unemployment, low social 
security payments to under IS year olds and none for under 16 year 
old, other legal constraints, rising housing costs and few alternative, 
low cost accommodation centres (Report of the National Committee for 
Evaluation of Youth Services Scheme, 1982). No matter which view is 
considered more pertinent to policy planning for youth homeless,
the plight of the young person is one of crisis. They are unable to 
move forwards to an independent state, or to move back to be supported 
by the family. It is at this point they become vulnerable to the 
forces causing homelessness.
3C. Stages of Homelessness
The Youth Accommodation Coalition of Victoria (1983) has 
conceptualized four stages of homelessness and relates the 
situations to various pressures which precipitate a crisis (see 
Table 1). The critical point is at Stage 2 where the young person 
is still in their local area, possibly at a refuge or friend's house 
and still supported by familiar social networks. It has been 
suggested that adequate help at this stage may prevent a downward 
spiral to chronic homelessness and susbsequent delinquent life styles.
It is at Stage 2 that situational factors demand independence while 
external factors deny the means to do so. In cases where the homeless 
youth is under 18 years of age, placement in an institution or 
welfare-supervised living arrangement is often advised. In this 
way, the distressed youngster is removed from the conflict and stresses 
of family life, but may remain psychologically attached within the 
family system.
D. Contributions to Homelessness
Many factors contribute to the growing problems of homelessness. 
The Senate Standing Committee on Social Welfare (1982) identified three 
areas of social and family life which contribute. These are:
(1) The family: A major contributor to the uprise of youth homelessness
has been increased divorce rates, resulting in lone parent families and 
an increase in step-families; changing attitudes towards marriage and 
fertility; an increase in the numbers of working mothers; economic 
recession, resulting in an inability for young people to gain independence 
financially and often coinciding with the need to exile family members 
for the family to survive economic decline; nuclear family isolation
from the extended family network due to increased family mobility and
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5decentralization policies to the outer suburbs, reducing time spent 
in family life; difficulties in the formation of step-families, with 
young people becoming members in two households, but belonging to 
neither; a widening of the generation gap, particularly with migrant 
families where tradition conflicts with Australian values.
(2) The Media: The media, especially advertising, and the ready
availability of finance (hire purchase, credit cards) have been aimed 
at the younger generation and have conveyed that material possessions, 
even very expensive goods, are within our reach. Young people are 
forced to grow up quickly to keep up with social pressures. In
many instances they are given adult facades (fashions, sharing a 
"parental role" with a single parent, achieving at school) and yet are 
given none of the adult rights and responsibilities. This dichotomy 
contributes to the "Hurried Child" Syndrome, described by Elkind (1981) 
and a consequent failure in personal coping.
(3) The School: The school is seen as an arena for failure for modern
day children. Rejected children at home become rejects at school where 
they fail exams and truant from school. Though the school is not a 
parental substitute, it plays a major role in a child's formative 
development, and could, if it was able to, cope more effectively with 
social problems, provide the only opportunity for a young person to 
receive special care and support.
E. Survey Material and Youth Homelessness
Available surveys on youth homelessness have provided a 
rough profile on the homeless. Despite valid criticism of survey 
materials' reliability: small, non-representative samples; short, 
non-representative time spans of survey conduction; survey material
6responded to by youth workers, rather than the youth themselves; 
usually refuges have participated which is not a full representation 
of the homelessness problem; fixed choice questionnaires with many 
ambiguous and interrelated categories of questions; it would appear 
that it is not the average, well-adjusted teenager who becomes home­
less. It is the youth without family supports, who have been 
rejected, abused and victimized by parents or extremely disadvantaged, 
who ends up in a socially unacceptable living situation (Dr. Barnados, 
1982).
The results and information obtained by the Senate Standing 
Committee (1982) on the Youth Services Scheme has been summarized thus:
(a) Males and females alike between the ages of 15-17 years are most 
frequently seen at crisis accommodation centres,
(b) Over 80% of persons are white Australian, with Aboriginals 
represented in higher proportions than the general aboriginal population,
(c) Only a small percentage of users are from interstate
(d) Most users are unemployed, with inadequate or no income
(d) About 50% of youths approach refuges directly from their former 
homes, usually the parental home. Of these, 50% are lone parent or 
step-families,
(f) The predominance of unemployed indicates this as a major stress, 
disrupting families and preventing the transition to independence
(g) Approximately one-third of youths return home after leaving 
refuges,
(h) About half of the sample returning home could be seen as 
experiencing a temporary difficulty which could be resolved given 
time and a supportive environment, the other half in need of further
assistance.
7(i) Users show a high incidence of family conflict or breakdown and 
emotional difficulties. Sexual abuse and incest is significant 
among female users, making them particularly vulnerable to homeless­
ness .
F. A Rough Profile of Homeless Youth
From all available surveys presented and considerations 
given above, the Senate Standing Committee (1982) extracted the 
following characteristics of homeless youth:
a) male or female
b) 15 - 18 years old
c) probably Angl-Saxon
d) conflict within the family home
e) may have been subject to physical, sexual and/or emotional abuse
f) often from a non-nuclear single parent or step-family
g) low income, probably unemployed
h) little education
i) possibility of a drug or alcohol problem
j) possibility of a criminal record
k) lacking in basic living skills
l) poor diet and self-presentation
m) low confidence and self-esteem
n) may have institutional background.
Although not all homeless youth will fit this description, youth with 
these characteristics are particularly vulnerable to homelessness and 
to approach a refuge for support.
8G. The Effects of Homelessness
The Senate Standing Committee (1982) found it difficult to 
determine the effects of homelessness as it cannot be viewed as a 
single entity, but is instead a multiplicity of factors. However, 
three main outcomes have been identified:
a) Loss of Supports: concurrent with homelessness, there is often
a total breakdown in the young person's support system, particularly 
family and friends. At a time when they have not yet achieved 
independence, the young person finds him or herself isolated.
b) Misuse of drugs and alcohol: frequent misuse of drugs and alcohol 
often escalate the problems with resultant decline in motivation, 
rise in apathy and lowered self-esteem. A search for meaning to 
their lives, often leads the distressed young person towards 
subcultures.
c) Criminal Activity: in an attempt to secure the basic needs of 
food, shelter, clothing etc., homeless youth resort to criminal 
activities, especially if there is concurrent, drug problems. Young 
girls become particularly vulnerable to prostitution. Vagrancy, 
stealing, break-ins, squatting may be the direct effects of
homelessness.
92. THE NATURE OF ADOLESCENCE AND PSYCHOPATHOLOGY 
A. Normal Adolescent Development
Differentiating between normal and abnormal adolescent 
development and adjustment and determining when professional 
intervention appears necessary is often difficult. Symptoms 
indicative of abnormality can often be attributed to temporary 
turmoil, rather than greater psychopathology (Masterson, 1968).
It is helpful firstly to consider normal adolescent development:
(1) Separation: the major task of adolescence is separation from 
the family in order to achieve independence. Williams (1973) 
suggests the overanxious adolescent may maintain a dependent 
relationship with his or her parents with a resultant development 
of attachments outside the family at an early age. This pseudo­
maturation impedes proper separation and individualisation from 
the parents.
The separation and individualisation of the adolescent is 
linked to the relationship between the young person and the parents. 
A too close relationship will inhibit separation, leading to social 
withdrawal such as school phobia or depression. A too distant 
relationship will leave the adolescent without a role model and 
negative behaviours in an attention-seeking guise may result.
Parents may complicate the natural process of separation and 
through their misunderstanding of adolescent development may impose 
their own values, mistakenly regard the young person as being 
already independent, and may withdraw their much needed support 
because they feel exploited (Friedman and Sarles, 1980).
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(2) Negative Affect and Rebellion: these behaviours appear as a 
necessary part of adolescence, where limits are tested, the 
search for competency and autonomy ensues, and an independent value 
system develops (Brenton, 1979, Freud, 1958).
Parents express concern at the overt expression of anger or 
hostility, not recognizing it as anxiety which is projected onto the 
parents (Friedman and Sarles, 1980; Call, 1979; Williams, 1973). 
Similarly, strong feelings of depression and withdrawal are not 
identified, and may be masked in such symptoms as delinquency, 
sexaul promiscuity, drug and alcohol abuse and self-destructive 
behaviours. The degree of negative affect and rebellion is often a 
measure of the amount of force that is necessary to separate from 
the parents, rather than the hostiligy or underlying psychopathology 
(Friedman and Sarles, 1980; Malmquist, 1979).
(3) Identity and Intimacy: the development of ties with a peer group 
are essential for support away from the family. Too little peer group 
support creates difficulties for the young person breaking away, and 
conversely, too great a dependence on peer group acceptance may 
develop undesirable behaviour pattersn to win approval from
friends (Erikson, 1963). Williams (1973) suggests the capacity for 
intimacy with the peer group is affected by the parents' approval 
of the adolescents' need for independence. An intense need to 
separate may develop a false intimacy where the adolescent remains 
inappropriately attached emotionally, to the family in later life.
B. Typical Areas of Adolescent - Parent Conflict
Concurrent with normal adolescent development are the typical 
areas of teen-parent conflict where power struggles ensue and are
11
often the indicator for intervention. These include:
(a) Rebellion against parental authority and values,
(b) School difficulties,
(c) Sexuality,
(d) Drug Use.
(e) Withdrawal gestures of running away and suicide
(f) Antisocial behaviour such as stealing, lying and vandalism. 
(Friedman and Sarles, 1980).
C. Deviations from the Norm
The normal sequence of development must be understood, in
order to identify deviations. Several factors must be kept in
mind when studying and treating adolescence:
(i) developmental and chronological age and their related deviations. 
These must be understood as they comprise an important 
intervention foundation, each set of factors depending on the 
other for a final development of categories in adolescence 
(Werkman, 1974, p.224).
(ii) psychiatric disorders that characteristically arise at this 
time. Though neurotic disorders may develop in early childhood, 
through adolescence and into adulthood, younger adolescents 
often express conflicts through neurotic mechanisms, especially 
phobic and conversion symptoms, but the symptoms are short­
lived, changeable and integrated into the character and defence 
structure. Such symptoms are almost the rule, rather than the 
exception in adolescence. Highly dramatic symptoms, such as 
fainting, seizures, blindness and paralysis, still occur with 
great frequency in young adolescents and are often mistaken for 
neurological disorders.
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Similarly, adolescents may experience overwhelming anxiety 
or panic reactions in response to loss, sexual fears, or guilt.
The pathological significance can only be assessed by observing 
them over time. Fortunately, many such reactions are completed in 
a few days and a return to the previous level of healthy functioning 
is possible (Werkman, 1974).
(i) Obsessive-Compulsive Character.
Many adolescent depressive reactions and suicidal attempts 
may be seen as the results of overwhelming anxiety that cannot be 
endured. Only in middle and late adolescence is there a crystallization 
of obsessive-compulsive neuroses with their attendant rituals, 
highly organized ambivalent thought patterns, and barely controlled 
anxiety. Many compulsive adolescents get a great deal of secondary 
gain from their compulsive activity including: (1) they are often 
highly productive and effective in prescribed organized school- 
work, (2) their hobbies and recreational activities, involving 
intrincate, demanding skills (i.e., stamp collecting, model making) 
are highly prized in the adult society. The adolescents' compulsive 
way of life becomes threatened when independent living and career 
choices emerge, and anxiety and disorganization may ensue.
(ii) Hysterical Character.
Adolescents with hysterical character structures have a 
seemingly infectious quality of relationships to others, a wish to 
please at all costs, and a brightness of affect, do not manifest in 
anxiety because teachers and parents are pleased. However, when 
independence comes and resultant loss of supports, a great deal of 
anxiety, depression, acting out and disorganization may result.
The demands of an increasingly independent existence; competition, 
sexual realities and societal pressures, cause such adolescents
13
to founder, their symptoms include histrionic suicide attempts, 
hysterical psychosis and caricatures of family roles (Butler et at. 3 
1968).
D. Diagnosing Affective Disorders in Adolescents
(i) Incidence: Adolescents meeting clearly stated criteria for
affective disorders can be identified among adolescent psychiatric 
populations, and the incidence of adolescent affective disorders may 
be substantially higher than previously thought. It is important
to distinguish between depressive symptomatology and the depressive 
disorder (Rutter, 1980; Albert and Beck, 1975; Klerman, 1976).
(ii) Adolescent and Adult Criteria: Work on depression in
adolescents suggest the high incidence reported cannot be viewed as 
deviant from a statistical viewpoint and points to more work needed 
in longitudinal studies which describe the natural course of these 
symptoms (Lefkowitz and Burton, 1978). Other studies suggest the 
child and adult criteria for affective disorders are similar and 
DSM-III would be valid for diagnosing childhood and adolescent 
depression. Common features include: dysphoria, sadness, hopeless­
ness, loss of appetite, sleep disturbance, loss of pleasure, 
decreased concentration, low self-esteem, aggression, suicidal 
thoughts and psychomotor retardation. Disturbances in school, 
family and other social seetings is included (Cytryn, McKnew and 
Bunney, 1980).
Acceptance of childhood depression has meant that it is 
no longer necessary to assume that underlying depression is masked 
or that certain behaviours reflect depressive equivalents, but 
rather, depressive disorders can coexist with hyperactivity, 
aggression and antisocial behaviours (Cytryn and McKnew, 1972;
14
Cytryn et al.3 1980, Beraporad and Wilson, 1978, Carlson and Cantwell, 
1980).
Several researchers have concluded that the basic disorder 
found in their adolescent populations was similar to that found in 
adults (Carlson and Strober, 1979; Hudgens, 1974; Gallemore and 
Wilson, 1972). However, symptoms not found in adolescence included 
restlessness, pacing and hand wringing, agitation, motor retardation, 
feelings of persecution, delusions of guilt and hopelessness. Unlike 
adults, libido and sexual potential were unaffected in the adolescent 
populations (Inamdar et al. 3 1979; Gallemore and Wilson, 1972). 
Instead, symptoms reported for the adolescent populations include 
depressed mood and boredom, loss of interest and pleasure in 
activities, difficulty concentrating, decreased school performance 
and suicidal ideation. Many patients had episodic depressed moods, 
socially withdrew when depressed, felt lonely, unloved, and were 
self-deprecating. Anger was common (Inamdar et at., 1979; Gallemore 
and Wilson, 1972) .
E. Conclusions on Adolescent Psychopathology
Several conclusions have emerged:
(1) depression can be reliably diagnosed in adolescents,
(2) similar criteria can be used to identify adolescents with 
affective disorders, as used with adults,
(3) there is an appreciable degree of similarity between adult and 
adolescent depressive symptomatology but notable distinctions 
as well.
Furthermore, investigations have begun to distinguish 
between depressive symptoms and depressive disorders and suggest 
that concepts such as masked depression and depressive equivalents 
are unnecessary (Weiner, A.S., 1983).
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3. THE DEVELOPMENT OF A MODEL OF NEUROSIS AND HOMELESS YOUTH
The very existence of the category neurosis is dependent upon 
Freudian theory as the various diverse symptoms are assumed to reflect 
an underlying problem with repressed anxiety. This assumption is now 
challenged and DSM-III does not contain the class neurosis, but 
instead has three new categories: a) the "anxiety problems", b) the 
'Somatoform Disorders", including physical problems without organic 
basis, and c) the "dissociative Disorders" including multiple 
personality and amnesia and characterized by alterations in conscious­
ness (DSM III, 1978).
Psychodynamic and learning theory have received unparalleled 
acceptance in the foundation of psychoneurotic reactions. However, 
in recent years, social and cognitive explanations of human behaviour 
have received interest (Kanfer and Phillips, 1970). There is now a 
wel1-documented relationship between social class and the diagnosis 
of psychiatric disorders (Hollingshead and Redlich, 1958) and a 
sizeable body of research concerned with with relationship between 
socially stressful life events and mental health (Coates et al.3 1976).
The Sociological Model
Brown and Harris (1978) emphasized the view of depression as 
a social phenomenon. Their model describes how a depressive reaction 
can result from the interaction of social support (vulnerability factors) 
and life events (provoking agents) and social class. The provoking 
agents determine when the depression occurs, and the vulnerability 
factors determine whether or not these agents will have an effect. In 
addition, a class of symptoms - formation factors, operate to determine 
the severity and form the depressive disorder will take, see Figure 1.
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Figure 1: The Sociological Causal Model of Neurosis postulated
by Brown and Harris (1978).
background social factors - 
social class etc.,
current
-?> vulnerability 
factors
agents
•4/
symptom-formation factors
clinical
depression
/f\
From: Brown and Harris (1978), p. 48.
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Other findings consistent with those of Brown and Harris 
(1978) include work by Henderson et at. (1981) stressing the 
importance of pathogenic factors in a person's recent past, and also 
the importance of a person's primary group as a supportive network. 
However, conclusions by Henderson et al. (1981) stressed, not the 
availability of support, but how adequate these are perceived to 
be in the face of adversity. Thus, they stressed attributes of 
personality and adversity contributed to whether or not persons 
viewed their relationships as adequate as contributing to the risk cf 
developing neurotic symptoms.
Applying the Sociological Model to Homeless Youth
Homelessness suggests that one is either lacking in support 
or perceives themselves to be so. Youth who are homeless are likely 
to have suffered a number of life events, e.g., family disruption 
or conflict, drug or alcohol problem, school difficulties and ambiguous 
family background (step-family, facing divorce, see Section 1). 
Furthermore, research on families with problem adolescents suggest 
these families do not operate on a balance between cohesion and 
adaptability, but rather, are too close, too distant, too rigidly 
authoritarian or chaotic (Olsen et al.} 1983).
These circumstances surrounding the homeless youth population 
suggest the Sociological Model may be applicable.
A. SOCIAL BACKGROUND: It is relevant here to consider family
structure, i.e., nuclear family, single parent family or step-family 
as these will influence interactions in the family as well as 
financial levels, e.g., the single parent family on Social Security 
benefits or one income; the complexities of step-families where
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maintenance supports to ex-spouses and children may create difficulties.
Step-families and single parent families are structurally 
similar except that the step-family has two adult family members. 
Statistics are confusing because those children considered as 
belonging to single parent families may also be members of a step- 
family and vice-versa, and it is this factor which ties the two 
families together: children are members of two households. Both 
family types have permeable boundaries which often causes conflicts, 
and there is another biological parent living or dead, outside the 
present system. Children face a number of tasks: divided loyalties 
and where do I belong?; dealing with loss of important relationships; 
membership in two households; fantasies of natural parents reuniting; 
guilt over causing the divorce and special problems of adolescence 
(separating while the family is forming). These problems are further 
exemplified by the unclear roles for step-parents. Often the natural 
parent-child bond is strong and the new parent cannot find a place in 
the system (Visher and Visher, 1979; Satir, 1972; Elkind, 1981).
The task for single parent families in raising a teenager is 
great and all the feelings that two-parent families have toward their 
teenagers are usually experienced in a much deeper way by the single 
parent (Buntman and Saris, 1980). Often, the single parent lacks 
appropriate supports with whom to discuss family problems and often 
guilt overrides anger. It is when these feelings explode that the 
family system is in danger.
HYPOTHESIS 1: The majority of young people in distress at the
refuges will come from 'non-nuclear' family structures.
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B. PROVOKING AGENTS: These include life events which are capable
of bringing about a neurotic disorder. Usually, these events are 
associated with loss and disappointment in the environment, not 
predating onset by more than 12 months. Research indicates that 
environmental physical stimuli may cause physical disease, but the 
role of extrinsic psychosocial stimuli (social relationships) is not 
so clear. There is a confounding of conceptual and methodological 
issues which leave no doubt as to the role of stress and illness, 
but questions remain as to what degree it contributes (Gottschalk, 
1975).
Hans Seyle (1971) has clarified many issues in this area, 
and combined evidence from research suggests the quality of a life 
event is the measure most likely to create illness, rather than the 
quantity of events (Mueller et al.3 1977).
HYPOTHESIS 2: Subjects with a high Life Distress Score (LDS) are
more likely to exhibit neurotic symptoms.
C. VULNERABILITY OR PROTECTIVE FACTORS: Social support is seen to
either increase or decrease the chance of a life event causing 
neurotic disorder. Two main issues surround social support and 
health outcomes:
(a) Buffering effects: under conditions of high life change or chronic 
exposure to stressors, social support protects the individual and 
facilitates coping and adaptation, thus reducing the likelihood 
of illness (Cassell, 1974; Cobb, 1976; Medalie and Goldbourt,
1976; Barrera, 1981; Burke and Weir, 1977: Eaton, 1978: French, 
1974; Wilcox, 1981).
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(b) Direct effects: social support may play a role in insulating people 
from exposure to stressors and in fostering good health and morale 
(Moss, 1973; Berkman and Syme, 1979; Bloom et al. 3 1978; La 
Rocco and Jones, 1978; Holahan and Moos, 1981; Henderson et al.3 
1978; Andrews et al. 3 1978; Schaeffer et al. 3 1981). However, 
there is little research as to how people, enveloped in a network 
of close relationships, may receive guidance which allows them to 
anticipate imminent stressors and thus alter their environment or 
behaviour to circumvent exposure to adversity (Gore, 1981;
Eckenrode and Gore, 1981).
A third issue surrounding social support concerns the non­
helpful aspects of social networks. While close associates can often 
be counted on to provide help in emergencies and offer a pschyological 
sense of community, they also generate conflict and impose demands 
e.g. families whose members victimize one another physically or 
psychologically (Browne, 1982; Hiberman and Munson, 1977-78). Even 
when network members intend to offer support, they may do so in ways 
that augment the stress experienced by the intended beneficiary. The 
recipient of aid may experience reactance when a well-intentioned 
family member is perceived as interfering or too controlling, and in 
these instances, may resent the constraint on his or her freedom of 
choice. In addition, unpleasant feelings of indebtedness and dependency 
may arise from repeated receipt of help, adding to the burdens of the 
helpee (Peters-Golden, 1982; Dunkel-Schetter and Wortman, 1981).
It is important then, to take into consideration the balance 
of support and stress incurred by the network's responses. Non­
materialization of support or inappropriate expression of aid may
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stem from the negative affect aroused by the helpee's plight or life 
circumstances. Sometimes helpers' interventions will disrupt the 
helpees' psychological coping style, constrain problem-solving 
efforts, or exacerbate feelings of emotional isolation and dependency 
(Gottlieb, 1982).
HYPOTHESIS 3: The beneficial effects of social support may be 
overridden by the presence of someone 'making the situation worse'.
D. SYMPTOM-FORMATION FACTORS: These factors determine the form of
the neurosis once it occurs, i.e., the degree it is psychotic rather 
than neurotic. The role of the family cannot be understated in 
influencing the mental health of adolescents: the stressors associated 
with divorce and remarriage and internal conflict, the parents' 
frustrations resulting in scape-goating the child; and the imminent 
power struggles between parent and child. In attempting to answer 
the questions of what the forces are that cause symptoms in family 
members and what kinds of family structures are most likely to 
produce symptomatic individuals, the concepts of cohesion, adaptability 
and communication have been combined to form the Circumplex Model.
The ultimate purpose of the model is to facilitate bridging the gaps 
that often exist among theorists, researchers and practitioners 
(Olsen, 1976; see Figure 2) .
(i) Family Cohesion: is defined as the emotional bonding that
family members have towards one another. Some of the variables 
used to measure cohesion include: emotional bonding, boundaries, 
coalitions, time, space, friends, decision-making and interests 
and recreation. There are four levels of cohesion ranging from 
disengaged (very low) to separated (low to moderate) to connected 
(moderate to high) to enmeshed (very high).
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Figure 2: Circumplex Model: Sixteen Types of Marital and
Family Systems
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The model hypothesizes the central levels of cohesion 
(separated and connected) as the most viable for a family functioning 
with adolescents. The extremes are generally seen as problematic.
For example, Richter (1974) discusses Family Character Neurosis and 
Family Sympton Neurosis. In the first type, the whole family undergoes 
a change under the pressure of unresolved conflict, building itself 
a neurotic world where the rest of the family joins the sick person.
In these highly enmeshed systems, there is overidentification with 
family members, preventing individualization.
In the second type, Richter discusses the situation where 
members of the family become sick and are treated by the rest of the 
family as a case, and is sometimes actually expulsed from the family.
In this disengaged system, members of the family have limited 
attachment or commitment to their family. Hayley (1980) suggests 
that at the crucial life stage of adolescents leaving home, either 
situation may prevent successful differentiation of the adolescent 
from the family. The parents continue to relate to each other 
through the child, even if he or she is institutionalized. In this 
way, they avoid marital issues and remain a family with a child at 
home as long as the child continues to fail or show symptoms.
(ii) Family Adaptability: is defined as ’the ability of the
marital or family system to change its power structure, role 
relationships and relationship rules', in response to 
situational and developmental stress (Olsen et al.3 1983, p.48). 
Concepts used to measure adaptability include: family power 
(assertiveness, control, discipline), negotiation styles, role 
relationships and relationship rules. Four levels of 
adaptability range from rigid (very low) to structured (low to 
moderate) to flexible (moderate to high) to chaotic (very high).
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The model hypothesizes the central levels of adaptability 
(structured and flexible) are more conducive to family functioning 
with an adolescent. The extremes (rigid or chaotic) are problematic.
It is the ability of families to change, yet remain stable, that 
distinguishes functional families from others (Haley, 1959, 1962,
1963; Wertheim, 1973, 1975; Speer, 1970). Again, it is those 
families most threatened by the reorganization necessary when a young 
person leaves home that is most likely to be disrupted and troubled.
As long as the family can keep the young person as the problem, it 
can remain stable.
(iii) Family communication: is the third dimension of the Circumplex
Model and is considered as a facilitating dimension, critical 
to movement on the other two dimensions. Because it is a 
facilitating dimension, communication is not included graphically 
on the model.
Positive communication skills (i.e. empathy, reflective 
listening, supportive comments) enable couples and families to share 
with each other their changing needs and preferences as they relate 
to cohesion and adaptability. Negative communication (i.e., double 
messages, double binds, criticism) minimize the ability of a couple 
or family members to share their feelings and thereby restrict their 
movement on these dimensions.
HYPOTHESIS 4: Problem families will fall at the extremes of the
cohesion and adaptability dimensions on the Circumplex Model.
Individuals from these families are more likely to suffer from 
neurotic symptoms, and;
HYPOTHESIS 5: Family factors will contribute to outcome following
a stay at a Youth Refuge rather than individual factors.
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SUMMARY OF HYPOTHESES
1. The majority of homeless youth will come from 'non-nuclear' 
family structures.
2. Subjects with a high Life Distress Score (LDS) are more likely 
to exhibit neurotic symptoms.
3. The beneficial effects of social support may be overridden by 
the presence of someone 'making the situation worse'.
4. Problem families will fall at the extremes of the Cohesion and 
Adaptability dimensions on the Circumplex Model and individuals 
from these families are most likely to suffer from neurotic 
symptoms, and;
5. Family factors will contribute to outcome following a stay at a 
Youth Refuge rather than individual factors.
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PART 2: THE STUDY INTO YOUTH HOMELESSNESS
1. SURVEY DESIGN AND AIMS
The present longitudinal study utilizes the Sociological 
Model of Neurosis (Brown and Harris, 1978) to look at Youth 
Homelessness. The study incorporates several research instruments 
to test the hypothesis and fulfil the 4 aims:
(a) to identify those in the homeless youth population who exhibit 
psychiatric symptoms or who are at risk.
(b) to investigate the relationship between neurotic symptoms and 
social support from the family network.
(c) to investigate the influence of adversity on (b) above and
(d) to identify which factors in the family structure contribute to 
mental health.
2. RESEARCH INSTRUMENTS
Four scales were utilized in the study. All are self-report 
measures and will be discussed in detail below. The advantages of 
using self-report scales include:
(a) provides exclusive information not available through other 
assessment channels. The subject reports the information.
(b) involves economy of professional time and
(c) highly amenable to actuarial methods of scoring (Meehl and 
Dahlstrom, 1960; Fowler, 1969, Glueck and Stroebel, 1969).
Disadvantages include:
(a) information may not be accurately reported.
(b) response sets may distort the report, especially social desirability.
(c) other response sets (acquiescence) have been noted and
(d) a question surrounds the ability of disturbed subjects to report 
(Wilde, 1972; Edwards, 1957; Rorer, 1965).
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While these obvious limitations of self-report scales exist, 
the incremental validity is very high (Sines, 1959). Finally, as 
Ulenhuth et dl, (1970) suggest, 'it is the patient's opinion, with all 
its biases that is most relevant for the initiation and maintenance 
of treatment'.
3. DESCRIPTION OF THE SCALES
A. The Hopkins Symptom Checklist (HSCL)
The dependent variable - level of symptoms - was measured by 
the Scale. Derogatis et at. (1974) revised and altered the scale, 
the basic symptom constructs were determined through two distinct 
methods:
(a) clinical - national clustering, and
(b) empirical - analytical factor analysis.
It first appears as a measure in psychotropic drug trials by 
Lipman et dl. (1965) and Uhlenhuth et dl. (1966).
Five factors were found in the Scale. These were: somat­
ization, obsessive-compulsive, interpersonal sensitivity, depression 
and anxiety (see Table 1). The Scale has been used primarily as a 
symptom measure with psychiatric outpatients with a large proportion 
of cases in the category of neurotic affective disorders, i.e., 
anxiety states and depressive neuroses. Two of the major normative 
samples for the scale have been developed around neurotic disorders 
with primary symptom manifestations of anxiety and depression. A 
third normative sample consists of individuals administered the Scale 
as part of a more extensive health survey study in Oakland, California. 
Mean factor scores and Standard Deviations for the Scale's symptom 
dimensions from the three normative samples are presented in Table 2.
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Table 2: Mean Factor Scores and Standard Deviations for the Hopkins
Symptom Checklist Symptom Dimensions from three Normative 
Samples
Factor
Anxious 
neurotic 
factor scores
Depressed 
neurotic 
factor scores
Oakland
sample
factor scores
x S,.D. x S,.D. X S.D.
I. somatization 1.91 .59 1.89 .53 1.15 .27
II. obsessive-
compulsive 1.95 .67 2.30 .68 1.16 .27
III. interpersonal
sensitivity 2.00 .68 2.33 .67 1.12 .24
IV. depression 2.04 .63 2.62 .63 1.14 .28
V. anxiety 2.22 .67 2.45 .68 1.13 .26
From: Table 4, Derogatis et al. (1974), p.7.
The reliability of the Scale concerns the accuracy with which 
measurement is accomplished. Table 3 presents reliability estimates 
for the Scale. These sources of unreliability act to obscure lawful 
relationships and reduce predictability.
Table 3: Reliability Estimates for the Hopkins Symptom Checklist
Symptom Dimensions
Internal con-
Factor
sistency rel­
iability (coeff­
icient a)
Test-retest
reliability
Interrater 
reliability 
(intraclass r)
I. somatization .87 .82 .73
II. obsessive-
compulsive .87 .84 .77
III. interpersonal
sensitivity .85 .80 .80
IV. depression .86 .81 .64
V. anxiety .84 .75 .67
From: Table 5, Derogatis et al. (1974), p.7.
Overall reliability is within an acceptable range (Derogatis et al.3 
1974), as is the validity (Balter and Levine, 1971; Rickels et al. 3 
1971; Uhlenhuth et al. 3 1966; Covi et al.3 1973; Raskin et al. 3 1970).
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B. Measurement of the Independent Variables
a) Family Structure
This question was simply asked on the questionnaire, i.e., 
whether the subjects' parents were (a) both natural parents; (b) 
one parent either re-married or defacto; (c) single parent; (d) 
adopted to family, or (e) foster family. No further information was 
required.
b) Life Events
Ferguson (1981) attempted to expand the Adolescent Life 
Change Event Scale developed by Yeaworth et dl. (1980) to include items 
related to adolescent suicide, and to compare results obtained from 
the administration of the original Yeaworth scale with results obtained 
from administering the expanded scale. The study by Ferguson attempted 
to replicate and validate the scale devised by Yeaworth. Ninety-six 
white suburban adolescents indicate how upsetting the selected items 
would be, should they occur in their lives and then indicated which, 
if any, of the items had occurred in their lives. Stress was found to 
be significantly correlated with suicidal ideation and indirect self­
destructive behaviour such as 'getting involved with drugs and 
alcohol' among adolescents.
The data collected essentially replicated the findings of 
the Yeaworth Study and supports assertions for the reliability of 
the scale for use with white suburban adolescents. Table 4 lists the 
items presented, mean weights supplied by each of the three samples 
(Yeaworth, gifted and non-gifted samples) and the ranking of the items 
by the different samples. Inspection of Table 4 reveals that all
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Table 4: Items, Ranks; and Mean Weights from Yeaworth and Present
Samples
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1 2 3 4 5 6 7
A parent dying 1 98 1 96 1 94
Brother/sister dying 2 95 2 90 2.5 90
Close friend dying 3 92 3 89 2.5 90
Parental divorce or
separation 4.5 86 6.5 74 6 76
Failing one or more
school subjects 4.5 86 4 78 5 77
Being arrested 6 85 6.5 74 4 82
Flunking a grade in
school 7 84 8.5 73 7 75
Alcohol problem in
the home 8 79 11 69 8 73
Getting into drugs/
alcohol 10 77 16 63 15.5 64
Losing a special
pet 10 77 12.5 68 11 70
Parent/relative gets
very sick 10 77 5 77 9 72
Losing a job 12.5 74 16 63 20.5 57
Breaking up with
close girl/boy friend 12.5 74 8.5 73 10 71
Quitting school 14 73 18.5 62 13.5 68
Close girlfriend
pregnant 15.5 69 10 71 13.5 68
Parent loses job 15.5 69 12.5 68 20.5 57
Getting hurt or sick 17.5 64 14 65 15.5 64
Fighting with parents 17.5 64 16 63 18 60
School discipline
problems 19.5 63 27 41 19 58
Body image dis-
comfort 19.5 63 18.5 62 22 54
Starting new school 21 57 21 57 17 62
Moving to new home 22 51 20 61 12 69
Change in appearance 23 47 24.5 48 26 47
Fighting with sib-
lings 24 46 24.5 48 25 49
CONTINUED OVER PAGE
32
Table 4 continued
Menstrual problems 25 45 22.5 49 24 51
New adult family 
member 26 35 26 42 28 44
Starting a job 27 34 28.5 36 27 45
Mother getting 
pregnant 28.5 31 28.5 36 30 34
Dating problems 28.5 51 22.5 49 23 52
Making new friends 30 27 50 35 29 38
Sibling marries 31 26 31 25 31 24
Friends considers/ 
attempts suicide*3 _ _ 4 83 4 83
Subject considers/ 
attempts suicide*3 15 60 15.5 64
From: Table II, Ferguson, 119811, p. 977.
mean weights are all rounded to nearest whole number.
^weights and ranks appearing for these new items are those which the 
items would have earned had they been included with the other 31 
items of the original scale._______________________________________
Table 5: Correlations among the Three Samples' Rankings of Items on
the Adolescent Life Change Event Scale.
Sample (correlated with) Sample Rank-order
Correlation
Coefficient
Probability (p)
Yeaworth Sample with Present 
Non-Gifted r—s .941 P < .01
Yeaworth Sample with Present 
Gifted r—s .936 P < .01
Present Gifted with Present 
Non-Gifted r—s .932 P < .01
From: Table III, Ferguson, (1980), p. 979.
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three samples ranked the items in a similar fashion. The Spearman 
rank-order correlation coefficient technique was applied to this 
data and is shown in Table 5.
The similarity of rankings for the two suicide items for 
the two groups reinforces the findings of a high correlation of 
perception of stressfulness reported for all items (Table 5). For 
the study, a subject’s stress score is the sum of the weights for 
each of the items which that student had indicated as occurring in 
his/her life in the past year. Once stress scores were calculated 
for each subject then mean stress scores or 'life change event' 
scores were calculated for each group and compared by t-test. These 
are shown in Table 6 and show comparable data from the Yeaworth 
Study.
Table 6: Mean Life Change Event Scores by Group and t comparison
of present groups
Group Mean Life Change 
Event Score
t Probability
Yeaworth group 475 - -
Present groups, gifted 374.5 2.52 p < .013
non-gifted 494.5
2.52 p < .013
From: Table VII, Ferguson, (1980), p. 982.
Although further standardization and validation, using 'known 
populations' i.e., adolescent drug users and/or adolescent suicide 
attempters has been recommended, it seemed feasible to use the 
modified Scale as a research tool in the present study, and derive 
Life Distress Scores, using the weights assigned by the non-gifted 
sample as this most closely approximated the weights of the Yeaworth 
Sample. The non-gifted and Yeaworth samples are seen as most 
comparable to the Homeless population.
34
C. The Family Environment Scale
Moos and Moos (1976) utilized a Family Environment Scale 
(FES) with 100 families and identified six typologies of families 
using cluster analysis of mean scores on family members. Of the ten 
concepts assessed by the Scale, several related directly to the cohesion 
and adaptability dimensions. The cohesion dimension was measured by 
two scales (cohesion and independence), adaptability was assessed by 
two scales (control and organization), and the communication dimension 
was measured by two scales (expressiveness and conflict) (Olsen et at. 3 
1983, p.74). The scale has been useful in several studies (Druckman, 
1979; Fuhr, Moos and Dishotsky, 1981; Bell and Bell, 1982; Russell,
1980), and results suggest the importance of family cohesion, family 
adaptability and family communication concepts are to healthy family 
functioning, and as goals for family therapy, see Table 7.
The Scale focusses on the measurement and description of 
interpersonal relationships among family members, on the directions of 
personal growth emphasized within the family and the basic organizational 
structure of the family, and it significantly discriminates among 
families, is sensitive to parent-child differences in the way families 
are perceived, is related to family size and drinking patterns and 
discriminates between psychiatrically disturbed and matched 'normal' 
families (Moos and Moos, 1976). An empirically derived taxonomy of 
the social environments of families may help to understand how different 
family environments are linked to different family outcomes. Deykin 
(1972) and Pless and Satterwhite (1973) have identified areas of 
family functioning and have found that family functioning scores 
were significantly related both to the type of anti-social behaviours 
seen in delinquent children and the degree of behaviour change after
treatment.
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Table 7: Family Environment Scale Subscale Descriptions
RELATIONSHIP DIMENSIONS
1. Cohesion The extent to which family members are concerned 
and committed to the family and the degree to 
which they are helpful and supportive to each 
other. (Family members really help and support 
one another).
2. Expressiveness The extent to which family members are allowed 
and encouraged to act openly and to express their 
feelings directly.
3. Conflict The extent to which the open expression of anger 
and aggression and generally conflictual inter­
actions are characteristic of the family. (Family 
members often criticize each other).
PERSONAL-GROWTH DIMENSIONS
4. Independence The extent to which family members are encouraged 
to be assertive, self-sufficient, to make their 
own decisions, and to think things out for them­
selves. (In our family, we are strongly encour­
aged to be independent).
51 Achievement 
Orientation
The extent to which different types of activities 
(e.g., school and work) are cast into an achieve­
ment-oriented or competitive framework. (Getting 
ahead in life is very important in our family).
6. Intellectual- 
Cultural 
Orientation
The extent to which the family is concerned about 
political, social, intellectual and cultural 
activities.
7. Active-Recreat­
ional
The extent to which the family participates 
actively in various recreational and sporting 
activities. (We often go to movies, sports 
events, camping, etc.)
8. Moral-Religious 
Emphasis
The extent to which the family actively discusses 
and emphasizes ethical and religious issues and 
values. (Family members attend church, synagogue, 
or Sunday School fairly often).
SYSTEM-MAINTENANCE DIMENSIONS
9. Organization The extent to which order and organization are 
important in the family in terms of structuring 
of family activities, financial planning and the 
explicitness and clarity of rules and respon­
sibilities. (Activities in our family are pretty 
carefully planned).
10. Control The extent to which the family is organized in a 
hierarchical manner, the rigidity of rules and 
procedures, and the extent to which family members 
order each other around. (There are very few 
rules to follow in our family).
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Table 8 shows the distribution of four background characteristics 
in the six clusters.
Table 8 : Background Characteristics in six Family Environment
Scale Family Clusters.
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Expression-oriented 9 11.1 33.3 22.2 33.3
Structure-oriented 8 25.0 12.5 37.5 12.5
Independence-oriented 24 16.7 20.8 4.2 8.3
Achievement-oriented 19 31.6 26.3 5.3 57.9
Moral religious-oriented 11 9.1 18.2 0.0 18.2
Conf1ict-oriented 29 13.8 55.2 17.2 37.9
From: Table III, Moos and Moos (1976), p. 367.
The Family Incongruence Score was derived to assess how 
closely family members agree on the characteristics of their family's 
social environment. Incongruent families were over-represented in the 
Achievement-oriented and Conflict-oriented clusters. They were under­
represented in the Independence-oriented and Structure-Oriented 
clusters. Many conflict-oriented families do show high congruence 
about their family millieu, i.e., they agree their family is high on 
anger and conflict.
D. Support Questionnaire
These questions were derived from the interview questions used 
by Brown and Harris (1978). In the final analysis, four items were
of interest:
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a) have any family members offered support?
b) have any family members shown an interest in the subject's 
problems?
c) has the subject discussed problems with a family member?
d) has any family member made the situation worse?
(Brown and Harris, 1978, p. 339).
4. Subjects and Setting
A total of fifty subjects participated in this study. All
*}•subjects were admitted to a Youth Refuge in the ACT or Queanbeyan and 
were from the early stages of homelessness, stages 1 and 2. To fulfil 
this criterion, the subjects must have come from home or via a short­
term stay at a friend's house. Subjects who had been away from home 
for a long period in an institution or in an independent living situation 
could not participate in the study. All subjects, to be admitted to a 
refuge, were between the ages of 12 and 18 years. Subjects were given 
the initial questionnaire at a refuge, and a follow-up questionnaire 
was posted to them. Parents were posted the Parent's questionnaire 
and this was completed by one parent. Data collection took six months.
:k
5. The Questionnaires
Three questionnaires were used:
a) Initial: this comprised the question concerning family structure,
the life event questionnaire, the Family Environment Scale, the 
support questions, and the Hopkins Symptom Checklist.
b) Parents: this comprised the life event questionnaire, the support
questionnaire and the Family Environment Scale.
fA Youth Refuge is a short-term crisis accommodation centre staffed 
twenty-four hours a day for persons 12-18 years of age.
*
All questionnaires are in Appendix 1.
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c) Follow-up: this comprised the support questionnaire, the
Family Environment Scale and the Hopkins Symptom Checklist.
6. Procedure
On admission to a Youth Refuge in Canberra or Queanbeyan: 
The Canberra Youth Refuge, The Lasa Youth Centre and the Queanbeyan 
Youth Refuge, subjects were administered the Initial Questionnaire. 
At this time, they were assured of confidentiality, and advised of 
the importance of the Follow-up Questionnaire, which would need to 
be completed in six (6) weeks time. A parent’s contact address and 
phone number was taken so that a Parent's Questionnaire could be 
posted out.
Follow-up Questionnaires were posted out to the subject's 
forwarding address. All questionnaires posted out were complete 
with a stamped, addressed envelope so as to increase the chances of 
return.
Six-week follow up was chosen as this coincides with the 
'average' length of stay at a youth refuge, before alternative 
accommodation is found, or the subject returns home (Canberra Youth 
Refuge Statistics, 1983).
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PART 3: RESULTS
The data analysis has attempted to fulfil the five aims 
and hypotheses of the study:
1. To identify those in the Homeless Youth Population who are 
most at risk.
The profile of homeless youth presented by the Senate 
Standing Committee (1982) suggests that this population of youth 
fits the Social Neurosis Model presented by Brown and Harris (1978). 
It is hypothesized in the present study that the majority of 
homeless youth will come from 'non-nuclear' family structures.
A. Initial Interview Data
Of the fifty subjects, exactly half were female, and half
were male. Sixty percent of the sample fell into the age range
13-15 years and 40% in the age range 16-18 years. Four percent 
of the sample were employed, 48% were unemployed, and 48% were at
school. Fourteen percent of the sample came from nuclear families,
while an astounding 86% came from non-nuclear families. This is a 
very important finding, and will be discussed in more detail later. 
Fifty-six percent of the sample went to a refuge for time-out from 
family conflict, while 28% and 16% had lost family support and were 
awaiting welfare placement, respectively. These data are shown, 
expressed as percentages, in Table 1.
Of the support questions, 74% claimed they had received 
family help, 82% had received family interest, 76% had talked about 
their problems with a family member, 88% claimed there was someone 
in the family who made things worse, and 56% had been disappointed 
because an important family member had not shown any interest.
40
Table 1: Percents of Subjects Sex, Age, Occupation, Family
Structure and Reasons for being at the Refuge.
Sex MaleFemale
50
50
13-15 years 60
16-18 years 40
Employed 4
Occupation Unemployed 48
At School 48
Family Structure NuclearNon-nuclear
14
86
Reasons for being 
at Refuge
Time-out 56 
Loss of Family Support 28 
Awaiting placement by Welfare 16
These data are shown, expressed as percents, in Table 2.
Table 2: Percents of Subjects responding positively or negatively
to support questions.
Did anyone help you with No 26%
your problems? Yes 74%
Did anyone show an interest? No 18%
Yes 82%
Did you talk about your No 24%
problems? Yes 76%
Was there someone who made No 12%
matters worse? Yes 88%
Was there someone you expected No 56%
to be sympathetic but who wasn't Yes 44%
At follow-up only 35 subjects responded, the attrition rate being 
10%. Of these subjects who did not respond, 2 promised to but did 
not (4%) and 12 did not respond at all (24%). No subjects refused 
outright. Of the fifty questionnaires sent to parents, only 24 responded 
(48%), and of those who did not respond, 4 refused (8%), 3 promised
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but did not (6%), and 19 did not respond at all (38%). These data 
are shown in Table 3.
Table 3: Subjects and Parents Response to Questionnaires
Initial Follow-up Parents
Responded 50 (100%) 35 (70%) 24 (48%)
Refused 0% 0% 4 (8%)
Promised but did not 
respond 0% 2 (4%) 3 (6%)
Not respond 0% 12 (20%) 19 (38%)
B. Corroborative Data
(i) Subjects and Parents: Pearson Correlation Coefficients
between the subjects' and their parents' data revealed very little 
agreement as to why the subjects were at the refuge, whether they 
had received any help, interest, had talked about their problems, 
or been disappointed in who had supported them in their family.
However, subjects and their parents did agree that there was 
someone in their family who made things worse.
In terms of life events, parents underestimated the life 
experiences of their children, and there was also no agreement on 
the kind of family they lived in. These data are shown in Table 4.
(ii) Test-Retest reliability: Pearson Correlation Coefficients
revealed that scores for subjects on the initial interview 
correlate significantly with scores on the follow-up on levels of 
symptoms and the kind of family they live in, indicating no 
reported change by subjects on these data. However, there is a 
negative correlation between the initial and follow up questionnaires 
and the levels of support received by subjects indicating a change 
in family support. These data are expressed in Table 4.
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Table 4: Pearson Correlation Coefficients between (a) Subjects'
Initial data and Parents' data, and (b) Initial data and
Follow-up data for Subjects.
(a) Initial (b) Initial and
and Parents Follow-up
Why at Refuge .18 no data
V) Receive any help? -.03 .03C+-> o Anyone interested? .07 .08P -H O +-> Talk about problems .11 .20
P h COcx. 0 Disappointed? .12 -.16P 3 in o Someone make things worse? -.36** .15
Life Events:
op Cumulative Distress Score .21 no data3X 4->r-H 0 Cohesion .04 .37**
•H 0E P Adaptability .22 .46**cd +-> 
Ph CO Communication . 22 . 29*
Somatization no data .70**
E Obsessive Compulsive .48**o+-* 1—( Interpersonal Sensitivity . 60**pH 0 
CO —1
Depression .42**
Anxiety . 63**
p < .01 p < .05
(iii) Changes in the dependent variable (Symptom Level):
No significant changes in symptom level was reported by 
sugjects on the initial and follow-up questionnaires as revealed by 
t-tests for significance. These data are shown in Table 5, and are 
also confirmed by the positive correlations shown in Table 4.
C. Influence of Parents' Marital Status
Parents' marital status has been hypothesized in the model 
described earlier as having an influence on neurotic symptomatology, 
lo test this hypothesis, t-tests were performed on the initial data 
to determine whether or not the family situation contributed to 
subjects' symptom level on presentation at a refuge, and t-tests
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Table 5: t-tests between the initial and follow-up data on Symptom
Level.
Symptom t-values
Somatization -.49 NS
Obsessive-Compulsive Behaviour 1.01 NS
Interpersonal Sensitivity 1.39 NS
Depression .69 NS
Anxiety -.53 NS
were also done on follow-up data to determine whether or not the 
symptoms persisted or were alleviated by a stay at the refuge. The 
results are as follows:
(i) A significant difference was found between subjects 
from nuclear and non-nuclear families on initial data on the symptom 
of depression, with subjects from non-nuclear families having higher 
means.
(ii) There was a trend for subjects from non-nuclear families 
to score higher on anxiety at initial data collection.
(iii) There was no difference between subjects from nuclear 
or non-nuclear families on the symptoms of Somatization, Obsessive- 
Compulsive behaviour and Interpersonal Sensitivity.
These results are shown in Table 6.
(iv) Follow-up data shows no difference between subjects 
from nuclear and non-nuclear families on reported levels of symptoms. 
This data is shown in Table 7.
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Table 6: T-tests between subjects' scores from nuclear and non-
nuclear families on reported levels of symptoms at
presentation at a refuge.
Symptom t-values
Somatization -.76
Obsessive-Compulsive Behaviour -.23
Interpersonal Sensitivity -1.02
Depression -2.65*
Anxiety -1.94+
* + p < . 05; p < . 1
Table 7: T-tests between subjects' scores from nuclear and non
nuclear families on reported levels of symptoms at
follow-up.
Symptoms t-values
Somatization . 18 NS
Obsessive-Compulsive Behaviour -.25 NS
Interpersonal Sensitivity .27 NS
Depression -1.18 NS
Anxiety .14 NS
2. To investigate the relationship between Neurotic Symptoms and 
Social Support from the Family Network.
The Social Model of Neurosis (Brown and Harris, 1979) 
suggests that a lack of social support influences the development 
of neurotic symptoms. It was hypothesized in this study, that 
the presence of having someone in the family who made things worse
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would offset the beneficial effects of social support. Pearson 
Correlation Coefficients between symptom measures and social 
support on Initial data revealed the following:
(i) A significant negative correlation was found between having 
someone to talk to and Obsessive-Compulsive behaviour. That is, 
talking about your problems, reduced obsessive-compulsive behaviour.
(ii) A significant negative correlation was found between receiving 
help from a family member and Interpersonal Sensitivity. That is, 
receiving help reduced the level of interpersonal sensitivity.
(iii) A significant negative correlation was found between having 
an interested family member and Interpersonal Sensitivity. That is, 
having an interested family member reduced the level of interpersonal 
sensitivity.
(iv) A significant negative correlation was found between having a 
family member who made things worse and Interpersonal Sensitivity. 
That is, having a family member who made things worse, reduced the 
level of Interpersonal Sensitivity.
(v) A significant negative correlation was found between having an 
interested family member and level of Anxiety. That is, anxiety was 
reduced when a family member showed interest.
(vi) A significant negative correlation was found between having 
someone in the family who made things worse and level of anxiety.
That is, anxiety was reduced when there was a family member who 
made things worse.
(vii) There was a trend for having someone making things worse to 
increase the level of Somatization.
(viii) There was a trend for having someone who was interested, 
to reduce the level of Depression
(ix) There was a trend for having someone in the family who was 
helpful, to reduce anxiety.
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These data are shown in Table 8.
Table 8: Pearson Correlation Coefficients between Subjects' measures
of Symptoms and Subjects' reports of Social Support provided
by the family at Initial data collection
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problems? .13 -.25* .15 .16 .08
Was there someone 
who made things 
worse .22+ .15 .31* -.15 -.33**
Were you dis-
appointed? . 17 -.06 -.06 .05 -.06
01; p < .05; .1
Further analysis between support variables and symptom 
variables was not possible because all subjects had indicated they 
had received all forms of support and so there was only one group.
3. To investigate the influence of Adversity on the relationship 
between Neurotic Symptoms and Social Support.
Adversity was shown in the model by Brown and Harris (1979) 
as influencing the effects of social support and neurotic symptoms 
and it was hypothesized in this study, that subjects with high Life 
Distress Scores (or Cumulative Distress Scores) are more likely to 
exhibit neurotic symptoms.
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To test the hypothesis, Pearson Correlation Coefficients 
were performed between subjects' Cumulative Life Distress Scores 
and subjects' reported levels of symptoms at Initial data collection, 
and revealed the following:
(i) There was a significant positive correlation between 
Cumulative Distress Scores and Interpersonal Sensitivity. That is, 
the higher the cumulative distress score, the higher the level of 
Interpersonal Sensitivity.
(ii) There was a significant positive correlation between 
Cumulative Distress Scores and Depression. That is the higher the 
Cumulative Distress Score, the higher the reported level of Depression.
(iii) There was a significant positive correlation between 
cumulative distress scores and Anxiety. That is, the higher the 
Cumulative Distress Scores, the higher the Anxiety.
These data are shown in Table 9.
Table 9: Pearson Correlation Coefficients between subjects' Cumulative
Distress Scores and subjects' level of symptoms at Inital
Data Collection
Cumulative Distress 
Scores
c
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Further analysis of the effects of cumulative life events 
on neurotic symptoms was undertaken to determine the way in which 
cumulative life events effected neurotic symptom level. A median 
split of the Cumulative Life Distress Scores into High and Low 
groups was undertaken, and t-tests on each of the five symptom 
variables at initial data collection revealed the following:
(i) There was no difference between high and low 
cumulative Life Distress Scores on any of the five symptom variables. 
The data is shown in Table 10.
Table 10: t-values between subjects' high and low Cumulative Life
Distress scores and subjects' reported level of symptoms 
at Initial Data Collection.
Symptoms t-values
Somatization -.26 NS
Obsessive-Compulsive Behaviour -.40 NS
Interpersonal Sensitivity -.44 NS
Depression -.69 NS
Anxiety -.62 NS
To determine the influence of adversity on the relationship 
between neurotic symptoms and social support, a One Way Analysis of 
Covariance, using symptom level as the dependent variable, cumulative 
distress scores as the Independent Variable, and the support questions 
as the covariates (Nie et dl.3 1975) revealed no main effects for any 
of the five symptom variables.
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4. To identify which factors in the Family Structure contribute to 
Mental Health.
The model (Brown and Harris, 1979) suggests that Family 
Structure will influence the development of neurosis, and it has 
been hypothesized that problem families will fall at the extremes 
of the three dimensions of the Circumplex Model (Olsen et dl. y 1983) 
and that individuals from these problem families are most likely to 
suffer from neurotic symptoms.
To test the hypothesis, Pearson Correlation Coefficients 
were performed between subjects'scores and three dimensions of the 
Circumplex Model and their levels of symptoms, and Initial Data 
Collection and revealed the following:
(i) There was a significant negative correlation between 
the Cohesion score and depression. That is, the higher the reported 
family cohesiveness, the lower the reported level of depression.
(ii) There was a trend for high cohesiveness to correlate 
with lower levels of anxiety.
(iii) There was a trend for high adaptability in the family 
to correlate with high reported levels of Somatization.
There data are shown in Table 11.
Table 11: Pearson Correlation Coefficients between Subjects' reported
levels of symptoms and Family Structure Variables at Initial
Data Collection
1 0  
0  >
N •H CO
P  c to 3
E  *H </> E
CO cj o  u
Cohesion .06 -.03
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-.0034 -.04 -.06
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p < .05, P < 1
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Further analysis of the data to determine which factors 
contribute to mental health was undertaken by effecting two groups 
per family structure variable. A median split of each variable 
divided each into 2 groups, a high and low group, and t-tests on 
each of the five symptom variables at initial data collection 
revealed the following:
(i) There was no difference between high and low scores on 
the Cohesion variable for any of the five symptom variables.
(ii) There was no difference between high and low scores on 
the Adaptability variable for any of the five symptom variables.
(iii) There was no difference between high and low scores on 
the Communication variable for any of the five symptom variables. 
These data are shown in Table 12.
Table 12: t-scores between subjects’ Circumplex Model Scores and their
symptom scores
Symptom
g 1 Co +-> • H O
• H Cd 'H c • H
CO 4-> >—1 3 +-><D Ph tH i cdX cd £ uO T3 OU < u
Somatization -.40 NS -1.41 NS .42 NS
Obsessive-
Compulsive .18 NS -1.17 NS -.35 NS
Interpersonal
Sensitivity .97 NS .02 NS -1.43 NS
Depression 1.61 NS -.30 NS -.69 NS
Anxiety 1.20 NS .44 NS .31 NS
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5. Outcome Data
The sample was divided into two groups according to where 
they went after leaving the refuge, i.e. returning home or failing 
to return home. Cross-tabulations with x2 for significance revealed 
the following information:
(i) There was a trend for females to fail to return home. 
This data is shown in Table 13.
Table 13: Subjects' Outcome by Sex
Outcome Males Females
Return home 48% 24%
Failure to return home 52% 76%
X2 = 3.12; d.f. =1; p < 0.1
(ii) There was a trend for those who received help at Follow­
up to fail to return home. This data is shown in Table 14.
Table 14: Subjects' Outcome by Availability of Help at Follow-up.
Outcome Help No Help
Return home 0% 37.9%
Failure to return home 50% 62%
X2 = 5.19; d.f. - 3, p < 0.1.
(iii) There was a trend for those who talked about their 
problems at follow-up, to fail to return home. This data is shown
in Table 15.
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Table 15: Subjects' Outcome by having talked about their problems at
Follow-up.
Outcome Talk Not Talk
Return home 22% 0
Failure to return home 32% 16%
X 2 - 5.5; d.f. = 2; p < 0.1
(v) A significant outcome effect was found at Follow-up 
where there was a family member who made things worse, the subject 
failed to return home. This data is shown in Table 16.
Table 16: Subjects' Outcome by having a family member who made things
worse at Follow-up.
Outcome Not Worse Worse
Return home 12% 10%
Failure to return home 6% 42%
X 2 = 7.58; d.f. = 2; p < .05
It is important to note that the subject's outcome was not 
affected by age, occupation, parents' marital situation, reasons for 
being at the refuge or perceived support received by family members 
on arrival at the refuge. Parents' perceptions did not influence the 
subjects' outcome, and no significant outcome effects were found. The 
implications of this data will be discussed later.
The initial reporting of symptom levels predated the measure 
of outcome and so t-tests were conducted to see whether subjects with 
symptoms on presentation at a refuge have different outcomes than those 
without, as the presence of symptoms may influence outcome. Testing 
was also conducted on reported levels of symptoms at follow-up as the
53
outcome itself may influence mental health. No trends or significant 
outcome effects were found on symptom levels on initial questionnaires 
or follow-up. Similarly, no significant differences or trends on 
outcome were found on subjects' reports at initial and follow-up on 
the family functioning scores (Cohesion, Adaptability or Communication). 
These data are shown in Table 17.
Table 17: t-tests between subjects' Outcome groups on symptom levels
and family structure variables at initial and follow-up 
questionnaires.
Symptom Initial Follow--up
Somatization .34 NS .12 NS
Obsessive-Compulsive Behaviour .92 NS .08 NS
Interpersonal Sensitivity -.11 NS -.83 NS
Depression -.12 NS -1.61 NS
Anxiety .26 NS -.55 NS
Family structure
Cohesion -.53 NS .47 NS
Adaptability .62 NS -.89 NS
Communication -1.27 NS -1.60 NS
In providing an answer to the question as to whether it is 
possible to predict outcome groups from the variables used in the model 
by Brown and Harris (1979), three Discriminant Analysis were done on: 
(i) All variables in the Initial Interview
Variables considered likely to relate to outcome following a 
time in a youth refuge have been described earlier. These are: 
sex, age, occupation, parents' marital status, reasons for being at 
the refuge, number of life events, Cumulative Distress Score, Support
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variables (whether someone helped, was interested, talked, made things 
worse, didn't become sympathetic as expected), family structure 
variables (cohesion, adaptability, communication), and affective 
variables (somatization, obsessive-compulsive behaviour, interpersonal 
sensitivity, depression and anxiety).
The above variables were chosen as potential predictors of 
outcome (return home or failure to return home) in order to fit with 
the hypothesis postulated as part of the Social Theory of Neurosis 
(Brown and Harris, 1979). That is, the return home group was seen as 
the control group which would have characteristics most closely matched 
to the normal population, i.e. less family disruption or conflict, 
greater family support and interest, less stressful life events, and 
therefore fewer symptoms of neurosis, compared to the failure to 
return home group, which is seen as rejected by or rejecting, the 
family.
Predictor variables were, therefore, used as independent 
variables in a discriminant function analysis with the categorical 
variable of outcome (return home, or fail to return home) as the 
dependent variable. A stepwise discriminant function analysis using 
the Wilks' Lambda as a measure of group discrimination was undertaken 
(Nie et dl. _, 1975) yielding eight variables (after eight steps) which 
significantly discriminated between outcome groups. This data is 
shown in Table 18.
Referral to the crosstabulations and t-tests for outcome 
groups indicates the direction of influence for each variable which 
significantly discriminates between outcome. These are: number of life 
events, with a higher mean in the Failure to Return Home group; Interest, 
with a yes answer indicating a failure to return home; Worse, with a yes 
answer indicating failure to return home; Talk, with a yes answer
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Table 18: Variables in the Discriminant Function Analysis using
Wilks' Lambda as a Measure of Group Discrimination.
Variables Wilks' Lambda
1 . Number of life events .91*
2. Anyone show any interest? .83*
3. Anyone make things worse? . 78**
4. Did you talk about your problems? . 74**
5. Communication y j**
6. Sex . 68**
7. Somatization .65**
8. Why at Refuge? .64*
* * *
P < . 05; p < .01.
indicating a failure to return home; A high communication score 
indicating a failure to return home; females failing to return home; 
high Somatization score indicating a failure to return home; and 
time-out from family conflict indicating a failure to return home.
Prediction of entry into the Return Home Group was strong, 
with a knowledge of predictor variables allowing prediction of 94.4% 
(17 out of 18) of cases. Prediction into the Failure to Return Home 
was not so strong, with knowledge of predictor variables allowing 
correct allocation of 71.9% (23 out of 32) of cases into the 
appropriate group. These data are shown in Table 19.
Table 19: Classification Results showing Predicted Group Membership
Actual Group No. of cases Predicted Group Membership
Return home Failure to 
return home
Return home 18 7 (94.4%) 1 (5.6%)
Failure to return home 32 9 (28.1%) 23 (71.9%)
Percent of 'Grouped' cases correctly classified is 80%.
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(ii) Variables relating to Personal Characteristics
A second discriminant analysis was undertaken, using only 
those variables considered as Personal Characteristics. There were: 
age, sex, Cumulative Life Distress, and the affective variables 
(somatization, obsessive-compulsive behaviour, Interpersonal Sens­
itivity, Depression and Anxiety). This analysis was to discriminate 
between variables considered as 'individual' or internal, as opposed 
to 'familial' or external variables.
independent variables in a discriminant function analysis, with the 
categorical variable of outcome (Return Home, or Failure to Return 
Home) as the dependent variable. A stepwise discriminant function 
analysis using the Wilks method and employing the Wilks’ Lambda as a 
measure of group discrimination was undertaken (Nie et dl.3 1975) 
yielding five variables (after five steps) which significantly 
discriminated between outcome groups. These data are shown in 
Table 20.
Table 20: Personal Variables in the Discriminant Function Analysis
Once again, predictor variables were, therefore, used as
using Wilks' Lambda as a Measure of Group Discrimination
Variables Wilks' Lambda
1. Cumulative Life Distress Score .92*
2. Sex .88*
3. Age .84*
4. Obsessive-Compulsive Behaviour .81*
5. Interpersonal Sensitivity
*
p < .05
.76*
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Referral to the crosstabulations and t-tests for outcome 
groups indicates the direction of influence for each discriminating 
variable. These are: A high Cumulative Distress Score indicating 
failure to return home; females failing to return home; the 12-15 years 
age group failing to return home; A high obsessive-compulsive score 
indicating a return to home; a high interpersonal sensitivity score 
indicating a failure to return home.
Prediction of entry in the Return Home group was strong, 
with knowledge of Predictor Variables allowing prediction of 83.3%
(15 out of 18) of cases. Prediction into the Failure to Return Home 
Group was not so strong, with allocation of 68.8% (22 out of 32) of 
cases into the appropriate group. These data are shown in Table 21.
Table 21: Classification results showing predicted group membership
from Personal Variables.
Group No. of 
Cases
Predicted Group Membership 
Return Home Failure to return
home
Return home 18 15 3
(83.3%) (16.7%)
Failure to return
home 32 10 22
(31.3%) (68.8%)
Percent of 'Grouped' cases correctly classified was 74%.
(iii) Variables Relating to Family Characteristics
A third discriminant analysis was undertaken using only those 
variables considered as family characteristics. These were: parents' 
situation (i.e., nuclear family, non-nuclear family), the support 
variables (someone to help, take interest, talk, make things worse, 
didn't become sympathetic as expected), the family structure variables 
(cohesion, adaptability, communication) and reasons for being at the 
refuge (time-out from family conflict, loss of family supports).
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Predictor variables were, therefore, used as independent 
variables and outcome (return home or failure to return home) as the 
dependent variables in the discriminant function analysis. A stepwise 
discriminant function analysis using the Wilks Method, and employing 
Wilks' Lambda as a measure of group discrimination (Nie et dl. 3 1975) 
yielding three variables (after three steps) was undertaken. These 
three variables did not significantly discriminate between outcome 
groups but showed a trend. These data are shown in Table 22.
Table 22: Family variables in the analysis which showed a trend
towards discriminating between outcome groups.
Variable Wilks' Lambda
1. Why at refuge? .89+
2. Anyone show interest? .86+
3. Anyone make things worse? .84+
+
P < .1
Referral to the crosstabulations and t-tests indicate the direction 
of influence for each discriminating variable on outcome groups. These 
are: Reasons for being at refuge, if for time-out, then the subject 
fails to return home; Anyone show any interest?, if yes, then the 
subject fails to return home, and; If someone makes things worse, 
then the subject fails to return home.
Prediction of entry into either of the outcome groups was 
not strong, allowing prediction to the return home group in 55.6%
(10 out of 18) cases, and prediction to the fail to return home group 
in 59.4% (19 out of 32) cases. These data are shown in Table 23.
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Table 23: Classification results showing predicted group membership
from family variables.
Group No. of Predicted Group Membership
Cases Return home Failure fo Return Home
Return home 18 10
(55.6%)
8
(44.4%)
Failure to return
home 32 13 19
(40.6%) (59.6%)
Percent of 'grouped' cases correctly classified, 58%.
SUMMARY OF RESULTS
1. The youth who arrived at youth refuges from home, that is, in the 
first stage of homelessness, had the following characteristics:
50% female, 50% male;
60% in the 13-15 years age range; 40% in the 16-18 years age range 
48% unemployed, 48% at school and 4% employed,
86% from nonnuclear families and 14% from nuclear families,
56% went to a refuge for time-out from family conflict, 28% had 
lost family supports and 16% were awaiting placement by welfare.
2. Of the support questions, the majority of subjects claimed to 
have received help (74%), received family interest (82%), had talked 
about their problems with a family member (76%). A majority again, 
claimed to have been disappointed by a family member's lack of 
sympathy (56%) and also that there was a family member who made 
matters worse (88%).
3. The corroborative data showed that the only thing parents and 
subjects agreed upon was the presence of a family member who made 
matters worse. They did not agree as to why the subjects were at
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the refuge, whether the children had received support (help, interest, 
talk, disappointed) and parents underestimated significantly the 
Life experiences of their children. Parents and subjects did not 
agree as to the kind of family that they lived in (cohesiveness, 
adaptability and communication).
4. There were no significant changes between initial and follow-up 
data collection on symptom levels. There are indications of changes 
in the levels of support offered by the family from initial data 
collection to follow-up.
5. Parents' marital status was found to influence the levels of 
reported symptom level on initial data collection, with subjects 
from non-nuclear families scoring significantly higher on the 
depression variable than subjects from nuclear families, and there 
was a trend for subjects from non-nuclear families to score higher 
on anxiety than subjects from nuclear families.
6. The relationship between social support and neurotic symptoms 
showed that scores on the variable Interpersonal Sensitivity were 
reduced when subjects received help, received interest and had a 
family member who made things worse. Anxiety was reduced when
a family member showed interest, and a family member made things 
worse. Obsessive-compulsive behaviour was reduced when subjects 
talked about their problems. There were trends for increased somatization 
when someone made things worse and for depression and anxiety to be 
reduced when someone was interested and helpful, respectively.
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7. The relationship between adversity and neurotic symptoms showed 
that subjects with high Cumulative Distress Scores brought high 
scores on depression, anxiety and interpersonal sensitivity.
8. There was no interaction effect between adversity, social support 
and neurotic symptoms.
9. The role of family factors in mental health showed that high 
family cohesiveness reduced depression and anxiety and that high 
adaptability increased somatization.
10. Outcome data revealed that those subjects who failed to return 
home were females, and those who received help, talked about their 
problems and had a family member who made things worse (at follow-up).
11. Of the predictor variables used for determining outcome following 
a stay at a refuge, family variables alone were less accurate than 
personal variables, and personal variables less accurate than a 
combination of both family and personal variables used in the Social 
theory model of neurosis.
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PART 4: DISCUSSION
While much has been claimed to be representative of the 
homeless youth population, the Senate Standing Committee (1982) has 
cautioned against interpretation of the statistical data on homeless 
youth, as in many cases, the samples have been small and the periods 
during which the surveys were conducted not representative of the 
year round situation. In addition, most surveys were responded to by 
the workers amongst homeless youth rather than the youths themselves 
and hence, subject to value judgements by another person.
The present study in looking at homeless youth is justified 
as it applies systematic attention with unbiased measurement to the 
problem. Two models were chosen around which to base the present 
empirical study. These were:
(a) The Sociological Causal Model of Neurosis postulated by Brown 
and Harris (1978) which emphasized the view of depression as a social 
phenomenon, and describes how a depressive reaction can result from 
the interaction of social support (vulnerability factors) and life 
events (provoking agents) and social class, which determines when 
the depression occurs. In addition, a class of Symptom-Formation 
factors operate to determine the severity and form the depression 
will take. Thus the second model was chosen.
(b) The Circumplex Model, postulated by Olsen et al. (1976), which 
suggests the importance of family factors in determining symptoms 
and their formation in the homeless youth population. The model 
focusses on three salient dimensions of family dynamics - adaptability, 
cohesion and communication. Family cohesion describes the degree to
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which an individual is separated from, or connected to, his or her 
family. Family adaptability focusses on the extent to which the 
family system was flexible and able to change. The third dimension 
focussed on family communication between various members.
The present study utilized the Moos (1976) Family Environment 
Scale, combining several of the ten concepts assessed by the scale 
which related directly to the cohesion and adaptability dimensions.
Thus the cohesion dimension was measured by the 'cohesion' and 
'independence' scales on the Family Environment Scale, and is there­
fore also a good measure of family support, adaptability was assessed 
by 'control' and 'organization', and the communication dimension was 
measured by 'expressiveness' and 'conflict', and is thus a good 
measure of family conflict (Olsen, 1983).
The model also enables researchers to classify families 
into types; the primary ones are Balanced, Mid-Range, and Extreme. 
Olsen (1983) suggests that Balanced family types are the ones that 
function best at the Adolescent stage, while Visher and Visher (1979) 
suggest that lower cohesion is necessary in stepfamilies than is 
optimal in nuclear families, with greater adaptability and good 
communication in order to meet the demands of adolescence and the 
'open family system' required in stepfamilies.
In the present study into youth homelessness, adolescence 
was seen as a vulnerability factor in itself, when young people are 
attempting to achieve an independent identity apart from the family. 
Furthermore, the family type (or parental marital status) is seen as 
an influencing factor (rather than social class), and family structure 
variables (cohesion, adaptability and communication) as measured by 
the Circumplex Model, as symptom-formation factors. The various
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hypotheses which the study attempted to test were derived from these 
models.
The study has additional strengths in that; (a) the sample 
is a homogeneous sample: all subjects must have fitted the criteria 
of being in the early stages of homelessness - Stages 1 or 2, as 
postulated by the Youth Accommodation Coalition of Victoria (1983).
(b) the study is the first longitudinal study which has followed-up 
homeless youth after they leave the refuge. (c) the measurements 
used have been shown to have adequate reliability and validity.
(d) the study has attempted to get independent measurements from 
another family member, that being a parent.
However, the study cautions an interpretation of the follow­
up results due to the incomplete follow-up rates.
A. Hypotheses and Aims
1. To identify those in the Homeless Youth Population who are 
most at risk.
(a) Nuclear vs Non-nuclear families.
The hypothesis that the majority of homeless youth will 
come from 'non-nuclear' family structures was confirmed, with 86% of 
the sample claiming to come from either remarried (or defacto) family 
situations, or single parent family situations. This is consistent 
with the Profile of Homeless Youth presented by the Senate Standing 
Committee (1982) where youth arriving at refuges were often seen to 
come from non-nuclear families.
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This is an important finding, indicating the stresses these 
families face, particularly when children reach adolescence. The 
difficulties of incorporating adolescents into stepfamilies has 
been documented elsewhere (Arent, 1984; Conolly, 1983; Sager, 1983; 
Visher and Visher, 1979), as often, the new stepfamily is attempting 
to establish a sense of family cohesiveness and the adolescent is 
asked to be a participating family member at a stage of personal 
development that requires the loosening of emotional ties with the 
family. Similarly with the single parent family, the intensity of 
the emotional bond that forms during single parenting is often 
paralleled by the intensity of adolescent rebellion required to 
separate (Friedman and Sarles, 1980).
Furthermore, the stresses faced by children facing divorce, 
remarriage or having a single parent family, have been described by 
Visher and Visher (1979), and include grieving (dealing with loss); 
divided loyalties 'where do I belong and membership in two households'; 
fantasies of natural parents reuniting; guilt over causing the divorce; 
the difficulties of separating from two households, and parental 
sexuality, faced by adolescent stepchildren. In short, these children 
appear to suffer a great loss of personal and family identity and a 
consequent lowering of self-esteem. These characteristics fit with 
the profile presented by the Senate Standing Committee (1982) who 
described homeless youth as having low confidence and self-esteem, 
conflict within the family and the possibility of having been subject 
to physical or emotional abuse.
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Indeed, 56% of the sample in the present study went to a 
youth refuge for time-out from family conflict, while 28% had lost 
family support and 16% were awaiting welfare placement. In all 
cases the youth had disrupted family situations from which they 
were escaping either temporarily and would return home after the 
crisis, or who needed to find or be placed in more secure, long-term 
accommodation. To complicate this impending family separation, 48% 
of the sample were unemployed, 48% were at school, and only 4% 
claimed to have regular employment. These levels of income would 
make it very difficult to secure independence in living. In 
agreement with the profile of the Senate Standing Committee (1983) 
half the sample were female and half were male, thus, members of both 
sexes having equal likelihood to homelessness. In contrast to the 
Senate Standing Committee (1983) the present study had a majority in 
the age range 13-15 years (60%) and only 40% in the age range 15-18 
years.
(b) Parents and Subjects Data
Subjects and their parents showed little agreement about their 
circumstances. This is consistent with data obtained by Olsen et dl. 
(1983) who found that agreement (correlation) between parents and 
their adolescent was lower than that between parents. Olsen et dl. 
(1983) suggests this is to be expected and can be explained by the 
developmental process. Adolescents may view their families and cir­
cumstances differently because they are struggling to assert their 
own independence. The low correlations confirm that individual 
family members have very discrepant perceptions about the families 
they live in. However, subjects and parents in the present study did 
agree that there was someone in the family who 'made things worse'.
That is, a family member with whom there had been recent interpersonal 
conflict. This may be an attribute of the family systems that the
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majority of subjects came from. In these non-nuclear families, 
there is a greater possibility of an estranged family member 
(divorced parent) or acquired family member (step-parent, step­
sibling) disrupting the family system over such issues as custody 
and access, finance, loyalties and possessions. Identification of 
the person who 'made things worse' was not undertaken in this 
study.
(c) Parents' Marital Status
The data on the influence of parent's marital status suggests 
that subjects from non-nuclear families are more depressed at 
presentation at a youth refuge than those from nuclear families, 
and that subjects from non-nuclear families tend to be more anxious 
than those from nuclear families. These findings had disappeared 
by follow-up, possibly indicating that time-out at a youth refuge from 
a family stress situation had reduced the level of symptoms experienced 
by these subjects.
It must also be noted that the majority of subjects in the 
sample were from non-nuclear families (86%) compared to nuclear families 
(14%). This draws the conclusion that the majority of youth presenting 
at a youth refuge in the first stages of homelessness, show a high 
incidence of depression and anxiety, and that these youths are from 
single parent families or stepfamilies.
Sager et dl. (1983) suggest that a psychiatrically-ill person 
in a stepfamily system has a greater susceptibility to abnormal 
behaviour because of the immediacy of other relationships. With a 
former spouse or child it is harder to let go of the emotional bond, 
which may in turn prevent the new couple from mastering their marital 
and new family life-cycle tasks. When a child from a former marriage 
is exhibiting psychiatric symptoms, it is common for this intense
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crisis to leave the natural parents locked into a blame system which 
may be an added determinant of the child's symptomatology. In the 
most entrenched families, the new spouse champions his/her partner's 
position and this often leads to the exacerbation of symptoms in the 
child and discrimination of stepfamily consolidation.
The new couple may need to be helped to make a realistic 
adaptation which includes enabling them to have a life of their own 
and make realistic plans for themselves and the child for the future. 
The natural parents need to develop a working parental coalition where 
blame is replaced by a working alliance.
(d) Test-Retest Reliability
Subjects reported no changes in their perceptions of their 
families or the family characteristics (cohesion, adaptability and 
communication) from initial to follow-up data collection. There was 
also no change in level of symptoms reported by subjects at initial 
to follow-up data collection. This may be indicative of the validity 
and reliability of the measurement instruments used to collect the 
data.
2. To investigate the relationship between neurotic symptoms and 
social support from the family network.
Scientific interest in the social environment as a source 
of stress also includes the social environment as a resource which 
mediates the relationship between stress and health. It is generally 
argued that people will fare better when faced with stressful life 
conditions if they have social support. Conversely, lack of social 
support contributes to the physical illness and psychopathology 
(Cassel, 1976; Cobb, 1976; Kaplan et al.3 1977). There are now a
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number of empirical studies in which low social support has been 
implicated in negative health outcomes, including neurosis (e.g., 
Henderson et al. 3 198 ), complications of pregnancy (Nuckolls et 
al.3 1972), all-cause mortality (Berkman and Syme, 1979).
The present study distinguished among the different types of 
support, as there is the possibility that these different types of 
support may have independent effects on health. These are:
(a) Tangible support, where someone offers help, e.g., loaning money, 
assisting in school work etc., Tangible support provides assistance 
and impetus to maintain a satisfactory life-style. (b) Emotional 
support, where someone shows an interest and thus contributes to the 
feeling that one is loved and cared about, and that one is a member 
of a group and not a stranger. (c) Informational support, where someone 
talks with another about his or her problems and helps a person maintain 
a sense of social identity and a sense of social integration. (d)
The 'il1-effects' of support, where there is someone 'who makes things 
worse' due to recent interpersonal conflict, or that someone has been 
disappointed in his or her expectations of support (Fischer et al., 1982)
In including questions on the 'ill-effects' of support, the 
present study is exploring a somewhat unexplored support characteristic. 
The interest in studying this characteristic was based on the explor­
atory hypothesis that the stress-buffering influence of support is 
impaired when it is provided in the context of a conflicted relationship. 
This is consistent with a growing interest in identifying donor 
characteristics that are related to the deleterious effects of aid 
(Fischer et al., 1982; Sandler and Barrera, 1984).
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Thus, a secondary purpose was to determine if the ability 
to predict psychological distress from social support would be 
improved if distinctions were drawn between supportive network 
members who had or had not been sources of recent interpersonal 
conflict.
The results, indeed, did show that the different types of 
support did have independent effects on psychological health.
For instance, subjects who received informational support reported 
lower obsessive-compulsive behaviour; receiving tangible and emotional 
support reduced the level of interpersonal sensitivity; anxiety and 
depression were reduced when a subject received emotional support; 
and anxiety was reduced when a subject received tangible support 
from the family. However, subjects who received the 'ill-effects' 
of support (the majority) had increased levels of somatization, 
although they also reported lower levels of anxiety and interpersonal 
sensitivity.
These are interesting findings and suggest that although 
tangible, emotional and informational support are successful in 
reducing some symptomatology in the homeless youth population, the 
presence of recent interpersonal conflict tends to increase the 
level of somatization, that is, distress arising from perceptions of 
bodily dysfunction and other somatic equivalents of anxiety 
(Derogatis et al., 1974).
Thus is may be that being the recipient of the 'ill-effects' 
of support significantly increases the amount or degree of stress 
within the family that psychophysiological disorders (physical 
diseases produced by psychological factors, primarily stress) become 
apparent. Such disorders usually affect organs innervated by the
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autonomic nervous system, such as respiratory, cardiovascular, gastro­
intestinal and endocrine systems. Answers as to how psychological 
stress produces a specific psychophysiological disorder focusses on 
stress interacting with a physiological diathesis, e.g., ulcers 
produced by too much secretion of stomach acid induced by stress. 
Integral to the discussion of stress is the degree of life change 
that an individual experiences.
3. To investigate the influence of adversity on the relationship 
between Neurotic Symptoms and Social Support.
Seyle (1960) suggests that every psychosocial change can 
act as a stressor. Thus the neuroendocrine system becomes activated, 
preparing the organism for physical activity, e.g., fight or flight, 
even in situations where such reactions are clearly inadequate. This 
increased stress may lead to 'increased strain' on the organism, and 
in predisposed individuals eventually lead to disease of one type or 
another.
Should this be so, one might expect that a positive and stat­
istically significant relationship should exist between the degree of 
life change and sympathoadrenomedullary activity (as reflected by 
adrenalic excretion) and between life change and various types of 
morbidity (Rahe, 1969; Gunderson et at. , 1974). The present study 
hypothesizes that subjects with high life distress scores are more 
likely to exhibit neurotic symptoms than subjects with low life distress 
scores.
Recent life changes have been noted as having apparent 
psychophysiologic importance in the precipitation of illness. Recent
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life changes appear to act as 'stressors' partially accounting for 
illness onset (Rahe, 1974; Rahe and Arthur, 1968; Rahe et dl. 3 1970). 
Conversely, when subjects' lives are in a relatively steady psycho­
social adjustment with few ongoing life changes, little or no illness 
tends to be reported. Stressful life change events have been 
associated with a wide range of conditions including athletic injuries, 
coronary heart disease, psychological distress and types of psychiatric 
disorders (Theorell et al. 1975; Dohrenwend, 1973; Paykel, 1974).
In working through the life tasks of adolescence (establishing 
independence, acquiring skills or knowledge for a job or career, 
establishing a sexual identity, establishing a stable, realistic, 
positive identity as an adult) the adolescent typically is torn between 
dependence and independence. In fantasy and overt behaviour, he or she 
tries out aspects of a variety of roles and adult identities. The peer 
group becomes a strong reference group for setting the norms for 
sexual and other changes. The physical growth and maturation calls 
for changes to body image. It seems reasonable to suggest that life 
changes that threaten independence, identity, career choice or 
sexuality might have special salience for adolescents (Yeaworth et al. 3 
1980).
The results of the present study indicate strong correlations 
between life distress scores and neurotic symptoms. That is, 
subjects with high cumulative distress scores were more likely to 
report high levels of interpersonal sensitivity (focussing on feelings 
of inferiority and personal inadequacy), depression (dysphoric mood and 
lack of vital energy and interest in life), and anxiety (restless, 
nervous and tense), than subjects with low life distress scores. It
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is possible that the subjects sampled in the present study have 
accumulated meaningful and yet stressful events in their lives 
through the divorce and subsequent remarriage of their parents.
Divorce and remarriage require major adjustments for children as 
well as adults, and may be particularly difficult for children if 
there has been a long period of single parenting (Sager, 1983).
Further analysis of the effects of cumulative life events 
on neurotic symptoms was undertaken in the study, but revealed no 
significant differences between high and low groups. It is not 
known why this should be so, but is suggested that perhaps both the 
levels of distress experienced by this sample is abnormally high, as 
is the symptom level, and that dividing the group into high and low 
scorers on cumulative life distress does not create an adequate group 
distinction. Another possible explanation is that perhaps there needs 
to be an interaction effect between social support and life events, 
as suggested in the Sociological causal model postulated by Brown and 
Harris (1978). An analysis of covariance however, revealed no main 
effects between support and life distress as an influence on symptom 
levels. Once again, it is not certain why this should be so, but one 
possible explanation is that the 'ill-effects' of social support 
somehow cancel-out the buffering effects of social support when inter­
acting with life distress. This seems a reasonable explanation, as 
life distress scores have been found to correlate with symptom levels, 
and social support has been found to influence symptom level in the 
present study. It is also important to note that the 'ill-effects' of 
social support were experienced by a large proportion of the sample 
(88%) and so must exert a major influence.
It is suggested that perhaps family structure variables as 
determined by the Circumplex Model of Olsen et al. (1983) would 
contribute to mental health.
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4. To identify which factors in the family structure contribute to 
mental health.
Reuben Hills'(1949) classic work on 'Families Under Stress' 
demonstrated the conceptual value of family integration (cohesion) and 
adaptability in understanding family stress. The Circumplex Model 
developed by Olsen et at. (1979, 1980, 1983) utilizes the two central 
dimensions in the model, family cohesion and family adaptability and 
a third dimension, family communication, which is considered as a 
facilitating dimension enabling couples and families to move on the 
cohesions and adaptability dimensions. Specific hypotheses link the 
dimensions. First, balanced families will have greater resources, and 
will be less vulnerable to stress and will deal more effectively with 
it.
Olsen et at. (1983) suggest that balanced families are the ones 
that function best at the Adolescent Stage with extreme families (high 
or low scorers) being the most problematic. It seems that balanced 
levels of cohesion and adaptability are necessary for dealing with the 
endless demands and stresses of the Adolescent Stage. It is also 
suggested that overall stress levels are highest at this stage of the 
life cycle. Families at this stage need to become more flexible and 
open to adolescent input on decisions. In addition, those families need 
to tolerate less emotional closeness from their adolescents and allow 
them to develop relationships with individuals outside the family.
These findings suggest that the individualisation process of adolescents 
triggers many other processes within the family. It may increase the 
degree of family discrepancy or the amount of difference in how members 
see their families.
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Visher and Visher (1979) suggest that it is particularly 
important for stepfamilies to secure tightly the couple bonds, 
accompanied by flexibility of roles and acceptance of a somewhat 
loosely functioning family unit. This structure can provide real 
advantages for both adults and children. Couples frequently rate 
their main stepfamily satisfaction as deriving from the couple 
relationship, and children can benefit from the lessening of 
stepfamily cohesiveness as compared to nuclear family bonding. The 
benefit is that this looseness allows children to mature as separate 
individuals more easily than if there are tight interpersonal connections. 
This increased personal space is important for children, and seems to 
be a characteristic of many wel1-functioning stepfamilies.
The present study hypothesized that problem families will 
fall at the extremes (either too cohesive or too disengaged, or either 
too rigid or too chaotic in rules and roles) and that individuals from 
these problem families will be more likely to suffer from neurotic 
symptoms that individuals from balanced family types.
The results suggest that the higher the levels of cohesive­
ness (enmeshment), the lower the level of depression and anxiety 
reported by subjects. Since the cohesive score is also a measure of 
support, it is suggested that the higher the level of family support, 
the lower the level of depression and anxiety. Furthermore, high 
levels of somatization are reported along with high adaptability 
scores (rigid on rules and roles). High levels of somatization were 
also found when subjects were recipients of the 'il1-effects' of social 
support, that is, recent interpersonal conflict. The high adaptability 
scores together with the ’ill-effects' of social support are consistent 
with Olsen's (1983) hypothesis that families who fall at the extremes
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of the model are more dysfunctional than balanced families and are 
thus more likely to produce disturbed family members. These findings 
also fit the pattern of a dysfunctional stepfamily: rigid rules and 
roles, and high conflict (low consolidation) (Sager et al.3 1983).
It is further suggested that the homogeneity of the sample in 
the study prevents ready differentiation of the groups in terms of 
family characteristics and symptom levels. Analysis to determine which 
factors in the family contribute to mental health by dividing each 
family structural variable into two groups, revealed no differences 
for any symptom variable. It is suggested that the sample is 
unexpectedly homogeneous and that there are little differences in family 
variables. Visher and Visher (1979) suggest the statistics relating 
to the distinctiveness of the categories 'stepfamily' or 'single parent 
family' are ambiguous, as a child classified as being in a single parent 
family may also belong to a stepfamily (membership in two households). 
Thus it is possible that a percentage of homeless youth in the present 
study, classified as belonging to a single parent family, may also be 
members of a stepfamily. This distinction was not assessed in the 
present study. Furthermore, Visher and Visher (1979) suggest that 
stepfamilies and single parents are the most structurally similar, 
and that stepfamilies and nuclear families are the most dissimilar.
With these factors in mind, it is suggested that much of the discussion 
which pertains to stepfamilies is also applicable to single parent 
families.
The data also demonstrate that the majority of families 
sampled fall at the extremes of the Cohesion-Adaptability dimension. 
That is, they are enmeshed more than optimal for adolescents in step- 
families, and that in their quest to form a cohesive family system, 
the rules and roles are not flexible enough to deal with the needs and
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psychological space required (high adaptability). Those subjects 
who find these extreme levels of family functioning aversive, will 
attempt to escape, that is, find alternative accommodation.
5. Outcome Data
The sample was divided into two groups depending on where 
subjects went after leaving the refuge: return home or failure to 
return home. It was hypothesized that those subjects who failed to 
return home would be those whose family situation was most unpleasant. 
That is, those families who fell at the extremes of the Circumplex 
Model: enmeshed or disengaged; rigid or chaotic, and where conflict 
was high. Furthermore, it has been suggested from the model, that 
subjects from these families would suffer more from distressing life 
events and would lack social support from their families and as a 
consequence, would exhibit more neurotic symptoms.
The data analysis revealed that subjects' outcome was not 
effected by age, occupation, parents' marital situation, reasons for 
being at the refuge or perceived support received by family members 
on arrival at the refuge. These are important findings and were not 
as expected, or hypothesized. It is suggested that the population 
sampled was unexpectedly homogeneous in many respects, that is, most 
were either unemployed or at school (48% each), the majority of 
the subjects came from 'non-nuclear' family situations (86%), the 
majority had gone to a refuge for time-out from family conflict (56%) 
and the majority claimed to have received adequate tangible support 
(74%) , emotional support (82%) , and informational support (76%).
The majority had not expected anyone to show sympathy, who had not 
(56%) . These data suggest that the sample is indeed a very select 
subsample of youth, and perhaps of homeless youth which cannot readily 
be differentiated from each other in terms of outcome groups. This
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effect will be discussed later under the Extrusion Syndrome which 
describes a process whereby the adolescent performs a series of 
entries and exits from the stepfamily before finally alienating 
him or herself from the family completely, following intense inter­
personal conflict.
There was a significant outcome effect at follow-up data 
collection where the presence of a family member 'who made things 
worse' resulted in the subject failing to return home. That is, 
the ill-effect or social support, with a family member with whom the 
subject had recently had interpersonal conflict, increased the chances 
of the subject failing to return home.
■?
Furthermore, there were trends in the follow-up data for 
more females (72%) to fail to return home compared to males (52%) and 
for subjects who received tangible and informational support to fail 
to return home compared to those subjects who did not receive these 
supports. Initial data analysis revealed no outcome trends, and 
similarly, parents' data did not influence the outcome of subjects 
data. These results suggest that the subjects' perceptions at the 
time of follow-up, when a decision about accommodation (returning home 
or failing to return home) is undertaken, is an important factor in 
formulating a decision. The present study has not attempted to 
determine which factors are involved during the period between entering 
a youth refuge and leaving it, in influencing the perceptions of the 
youth. It is possible they may include contact with staff and other 
young people in distress. Perhaps staff characteristics are important, 
and an understanding of these may aid in training and recruiting staff 
most suitable to the work.
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The reasons for females more than males to fail to return 
home were not assessed in the present study, but may include the 
presence in the home of physical, sexual and/or emotional abuse, as 
suggested by the Senate Standing Committee (1982).
Sager et at. (1983) suggests that in stepfamilies (or 
remarried families) there is a loosening of sexual boundaries, 
related to the structural nature of the step position, which is 
nonbiological, nonlegal, and typically has not involved proximity 
or developmental ties between step-related persons over the years of 
growth and development of family relationships. This loosening is 
also related to the heightened affectionate and sexual atmosphere in 
the home during the new couple's early romatic bonding period. A 
pubescent teenager, especially with pubescent stepsiblings of the 
opposite sex, can further intensify the sexual climate of the step- 
family. The term is not incest, but household sexual abuse, and the 
responses to loosening sexual boundaries include pleasurable 
fantasies, increased anxiety, repressed thoughts and distancing 
behaviour, angry and violent fighting as a defence against sexual 
stirrings to the most unfortunate circumstances of a sexual relation­
ship between stepparent and stepchild.
Statistical data presented by Defrancis (1969) in his study 
of 250 American families with sexually abused children, showed that 
27% of the offenders lived in the child's home; 97% of these were 
male; the ratio among victims was 10 females to 1 male. Burgess et 
at. (1977) found over half the cases involved the father or stepfather. 
All offenders were male; of the 44 child victims two were male. 
Berliner's (1977) data on sexual abuse of children revealed 75% of 
assailants were the father or stepfather; 99% of the offenders were 
male; 95% of the child victims were female.
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These statistical data suggest that the possibility of 
sexual abuse as a factor in females failing to return home cannot be 
ignored, and could be the subject of future research on homeless 
youth. The finding of females failing to return home may be further 
explained by examination of common dynamics is distressed stepfamilies 
(Visher and Visher, 1979; Sager et al. 3 1983). A strong alliance 
between the natural parent and child which may have developed prior to 
remarriage may prevent a stepparent gaining entry into the family 
system. Furthermore, where the child's loyalties to the absent 
parent are strong, trouble may erupt between the stepparent and the 
stepchild. Unclear roles of stepparents and the unacceptance of the 
stepfamily as a viable unit by society (such as schools recognizing 
only natural parents) further make the stepfamily a stressful unit to 
live within for the members.
It may be possible to envision a family system where the 
established members do not accept the newcomers as being full members. 
This may create helpful alliances within the family (or loyalties) 
which are paralleled by unhelpful or stressful alliances which make 
things worse. Conolly (1983) describes this situation by suggesting 
the likeness between stepfamilies who reject newcomers and the body 
that rejects an organ transplant.
This Systems Theory view of stepfamily dynamics does not 
explain the situation between young people and a single parent. It 
is suggested that the strong bond that often develops between single 
parents and their children (loyalty) makes it difficult for the 
adolescent, who is naturally rebellious, to separate from his or her 
parent. As Friedman and Sarles (1980) suggest, the degree of negative 
affect and rebellion is often a measure of the amount of force that
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is necessary to separate from his parents, rather than hostility or 
underlying psychopathology. The result of this situation between 
parent and young person could be time-out at a youth refuge, and 
eventual movement into accommodation away from their home.
Data analysis revealed no differences between symptom levels 
for subjects of different outcome groups at either initial or 
follow-up data collection. This result suggests that a subject's 
symptoms at presentation at a youth refuge did not influence the 
outcome.
However, it was found that certain characteristics of the 
population of homeless youth sampled in the present study, could be 
used to predict outcome after staying in a youth refuge. It was 
hypothesized that family variables would be more influential than 
personal variables in determining outcome, as returning to a stressful 
home environment would be less desirable than moving to other accommo­
dation. However, it was found that family variables could only predict 
outcome for 58% of the cases, while personal variables predicted outcome 
for 74% of the cases, and that family and personal variables together 
predicted 80% of the cases into outcome groups. This suggests that 
personal variables such as age, sex, distressing life experiences and 
symptoms such as obsessive-compulsive behaviour and interpersonal 
sensitivity are more influential in determining outcome than family 
variables (reason for being at a refuge, an interested family member 
and a family member who made things worse).
Overall, the Discriminant Analysis revealed that subjects who 
failed to return home tended to be females who had a large number of 
life events, received both emotional and informational support but who 
were also the receipients of the ill-effects of support. This group
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of subjects also reported a high communication score, that is, high 
levels of conflict, together with time-out from family conflict as 
a reason for being at the refuge. Those subjects with high scores 
on the symptom somatization, that is, distress resulting from 
perceptions of bodily dysfunction (Derogatis et at. 3 1974), were 
predicted to return home.
One way of understanding outcome data among homeless youth 
is to examine the Extruded Adolescent Syndrome. This syndrome is 
progressive and begins with forms of subtle disengagement of step- 
family members and concludes with forms of banishment of the adolescent 
(Sager et ah., 1983). The syndrome is a system problem where the 
remarried couples' excluding behaviour provokes the adolescent to 
react in a manner that elicits a still more negative and distancing 
response from the couple. A reciprocating negative interaction between 
youth and adults builds up to an ultimate crescendo that eventuates 
a self-imposed or commanded banishment. While all degrees of extrusion 
can and do occur in most families, extrusion in stepfamilies is skewed, 
all too often, toward more severe consequences. The degree of 
extrusion is inversely proportionate to the degree of stepfamily 
consolidation, i.e., the more severe the extrusion, the less evidence 
of stepfamily consolidation.
Sager et al. (1983) suggests that in stepfamilies where the 
extruded adolescent syndrome occurs, the factors impeding consolidation 
(or failure to return home) include:
(a) the couples' limited ability to solve conflicts without using 
rigid rule setting and/or threats of, or actual, abandonment.
(b) characterological deficits in the adults.
83
(c) the couples' fear of another failure - hence a denial of marital 
problems.
(d) the adults' anxiety to not being consolidated often leads to 
insistence that the adolescent spend more time with them than is 
appropriate to the adolescent's need to have peer involvement or 
be alone.
(e) the projection of marital difficulties onto the adolescent who 
becomes the scapegoat, or the adolescent is seen as a reminder, 
or ghost of the previous marriage or the incarnation of the ex­
spouse .
(f) immediate gratification needs replace problem-solving. These 
families have few support systems and opportunities for refuelling.
(g) an acrimonious rather than cooperative relationship between the 
natural parents.
(h) the adolescent's intense loyalty conflicts leave him/her feeling 
helpless, frustrated and overwhelmed.
(i) the unresolved mourning of the original nuclear family, and
(j) neither natural parents' household really welcomes and wants the 
adolescent as he/she is.
Extrusion is a form of scapegoating. However there are 
differences. When an identified patient is scapegoated, he is usually 
pulled in and enmeshed within the family system. The family needs him 
to stay within the home where he performs the central function in main­
taining the system's homeostasis. In extrusion there is an intense 
magical fantasy. The stepfamily believes that if the adolescent 
physically leaves, the problems of the system will vanish. He is 
highly cathected to do so as the physical embodiment of the system's 
pain (history, ghosts, projections, etc.,) and hence must be banished
from the household.
There is a danger with extrusion. If the adolescent leaves, 
there is a lessened chance of working out a resolution. If the child 
is scapegoated and remains within the household, there is a greater 
possibility that problems may eventually be resolved. However, 
extrusion is not necessarily a negative resolution to the stepfamilies' 
conflicts. An adolescent may be better off in boarding school, college 
or own accommodation where he/she can grow and individuate.
Remaining within the household may overwhelm the adolescent with 
conflicts that hinder separation.
Table 1 shows the progressive forms of extrusion. It is 
not important whether the adults' behaviour initially provokes the 
adolescent to respond or vice-versa. It is a systems problem, and the 
negative interaction tends to escalate if not interrupted. If 
interrupted, it is likely to return with the next minor incident 
unless different coping behaviour can take place in the family.
Extrusion of the adolescent is not the only evidence of 
disturbed behaviour in stepfamilies and their adolescents. The 
adolescents may become depressed, scapegoated, bound in or act out, 
involved in substance abuse or criminal activity. These are 
characteristics of many homeless youth. The extruded adolescent 
syndrome suggests that a return home may not necessarily be the best 
outcome for homeless youth and may, in fact, impede appropriate 
separation, and cause many internal conflicts in the adolescent who 
may then show symptoms such as somatization, unless the family can 
receive help. Extrusion represents an extreme solution that is 
usually the result of unsuccessful attempts to arrive at another 
resolution. Understanding extrusion and the interplay of the myriad 
of forces that lead to it calls upon all the skills of the therapist.
As understanding of divorce and remarriage increases, our abilities
Fo
rm
 o
f 
Ex
tr
us
io
n 
Pa
re
nt
's
 R
es
po
ns
e 
Ad
ol
es
ce
nt
's
 R
es
po
ns
e
i
3
CD
O O X) O
3  X) 3 E • H
3  3 • CD 3
3 CD (D bO • E . r, i i—i +-) 3 3 3 X
o X> CO 3 bO o CO i—C O 3 3 3 rH
3 •H 3  Oh •H • X 3 3 • H -  CD 3 • H E • H
Cl> to CD \ O •" rH •H 3 XJ l-H -r—j O S
CD 3 Oh X) XJ 4-4 O *H X! 3 -  CD X 3 cd
O-i i—i Q) rH 3 O E 3 CO bO 3 3 3 4-1
o T3 -H X CD 3  3 3 CD 3 i CD CD
CD X 3  -3 CD i-H 4-1 O txQ • H 3 3 bfl CO co
> CD •H O -3 o 3 3 lb 3 3  O 3 3 3 -
• rH 1 3 •H O 3 X) 3 3  X 3 <D CD 3
co CD O 3 > X  Oh 3 <D bO 3 E 3 3
»H -3 X) 3 CD 3 3 3 • (H CD 3 0
3 3 3 cd 3 • *N E co CD . r <—i 3 CD o •H • rH
Oh CD -H cd CO O 3 3 <D 4-4 O •H • r-4 3
E O m  i—i 3 3 r 3 3 CO 4-1 3 3 4-iO 3 Oh Oh 3 3 4h 3 O CD 3 3  CD O O CO
u E x ) cd O CD 3 3 co 3 •H • H E r
3 • n  O i-H 3 3 3  -3 3 o 3 3 3 3 3 0 3. *> 3 CO u  'H CD 3  3 3 3 3 •H 3 CD CD 3 3
o CD 3  3 3 CO O 3 3 CD CD 4-1 O O h Oh CO 0o E 3  • CD CD 4h O i-H O X X E
■H CD CD CD • • CD CO 3  \ •H •> 3 3 . rv O • HN CO 0
4-> > 3  3  rH E rH 3 3  3 4-( rH X) 3 CO 3 •H 3 >
cd r—H cd 3  cd •H •H O 3  CD •H o •H 3 3  O 3 3 3 rH
1—1 o Oh 4-> 3 4-1 - 3 Oh 2  -3 3 o O CO CD <D O 3 0 oo > to 3 O o- CO CO 3 bO 3 •H 3 X) ' n — 3 3 3 >
CO 3 4 - 1 0  3 •H <L> o CD HH O •H CD 3 3 3  (D 0 3 (D 3 3
(—1 •H O Oh E > S x 3 -  E CO to CO O 3 E U 3 O •H
3
i
3
0 0 CD i—(
3  i 3 3 O 'H0 3 0 3  3
3  3 3 r» 0
3  Oh 4 h rH i—! X
•H \ o 3 3  *
£  * r — 3 o 3 £  3
0 C-- 0 3 •H 3  0
3  to CO 3 O Oh 3
O 3 0 3 CO CO 3  E
•H  3 3 O o 3 0
3  Oh 3 O CD E bO 3 0 E
3  i-H 3  3 3 co
Oh bo-H 3 •H r» X
0  3  3 bO 3 3 X X i—i
CD *iH CD 3  3 3 3 rH  • H
CD 3 •H — 3 •H •H  E
O 3  rH O rH O O i—( 3  3
0  0  3 3  3 3 3 •H 3  4-4
3  3  0 CD U 3  3
Oh 3 0  -H X r* 3 O 3S O 3  to 3 3 4-1 O h O h3 E X 2 0 E O
3  0 CO 3 3 3 0 0  CO a
0  3  3 •H  O h E 3 3 3
•H  1 3 O 0 3 *> 0
3  3 •H ^ o E  0 CO 3
0  3 £ 3  0 X XJ • rH 0
Oh O 3  W X  i—i 3 X
3 3 S  O XI *H • H 3 3 CD
3  to O -  3 3 • H  rd , 3 3 3
O • H 3 0 E  0 0 4h 0
O 3 3 CO 3 0 \ bO
E  -H 3 E  r-1 4 h CO 3 3X O h • H 3 rH 3  3 0 0
0  0 0 3  3 rH 3  3 rH 3 0
3  3 o CD 3 — Oh 0 o 3 3
O 3 CD •H 0 1—1 0 o XJ O 3
X  E O >  > - CO 0 < E 0
4h
o
to
3 3 to 3
3 O 3 CO
0 • H O 3
E CO •H 3
0 3 to 3
bO 3 3 3
3 X 3 3 3
bO 3 X 3  O
3 •H 0 X
0 rH 0 co
co •H 4-1 3
•H 3 O X  O
XJ CO 3 0
O co cd 3
0 3 3 3  cd
rH TO G 3
3 3 0 Oh 3
3 0 3 E O
0 Oh 3 0 Oh
CO o H H  to
0
bO
cd
3
si
gn
if
ic
an
t 
ad
ul
ts
, 
su
bs
ta
nc
e 
ab
us
e
Pl
an
ne
d 
pe
rm
an
en
t 
ex
tr
us
io
ns
 
Ch
an
ge
 i
n 
cu
st
od
y 
ar
ra
ng
em
en
t 
to
 o
th
er
 
Ad
ap
ts
 w
el
l 
to
 n
ew
 p
la
n 
an
d 
gr
ow
s
pa
re
nt
 o
r 
su
pr
af
am
il
y 
me
mb
er
; 
bo
ar
di
ng
 
to
 i
nd
ep
en
de
nt
 
li
vi
ng
; 
ru
na
wa
y;
sc
ho
ol
 
dr
ug
 a
nd
 a
lc
oh
ol
 
ad
di
ct
io
n.
£ £
£ o
O
•H +->
> •H
a j o
4-> £ 3 CD p
£ to CD PC
CD £ £ 3 a j 4-1
£ • H £ f—t
c r CO CD
£ to a j O to
•H •H G P Er—i E •H •H
<D s £ X
T 3 i •H O CD
X
£ •H CO P
• 0 P CD a j
£ a j a j £ j too • »» £ CD O
•H a j to •H aj £
4-> £ P E P £
£ £ i—t £ 4-> £
ts) £ £ CD aj to
•H  • 0 +->
' t £ • *\ CD • *\ rH
a  o CD • •> X £ a j
4-> -H X J £ 4->
•H  > • H O • »V O £
O . aj 0 to r—H CD
to  x •H £ •H to £
O  CD £ CD a j •H aj
X  X CO C V r - ,  X X
*\ £
X! O
aj XO -  0
£ E
X ••  O
aj T3 0
£ r—H
X  *H •H £
X X  0
£  0 0 >
P  P 0
to aj X  £
CD P
«  O •H  £
tO r—1 5  aj
P  0 0
£  £ P_Q 0  £X  o aj o
•H 4-C P  X
PC £
£ 3 o
• •  0 0  XJ
0  £4 r—t
S—t »—1< O *T—t
£  0  0 £  X r—1U £  D 0 vD
aj 1 to
0  P  -M X•H £  to X  £ P-i
r£  0 aj
0  P 2  P
aj to £ aj o /—*\
£  0  aj 2  £  - to
tO  r—1 +-> O PC 0 0o  o  to £  0  0 0 3
0  XS -H £C £  aj 1—1CD aj x3 h  aj £
l
e
 
10
.1
, 
S
ag
er
 
e
t 
a
t.
 
(
P X
£ oj0
M
E -
to
•H E
£ O
aj £
0 3 PU
87
to help families avoid extrusion will be better. Yet, there will 
continue to be a need for many youths to seek another place, 
another home.
B. Preventive Measures and Clinical Implications
Optimally, members of families facing divorce or remarriage 
are helped by preventative intervention prior to the event, although 
they are often resistant to anticipating trouble until they are in 
crisis, but there are some approaches that are less threatening than 
others.
Prevention must first be differentiated from treatment. 
Primary prevention is the prevention of the incidence of specific 
dysfunction and the promotion of general mental health, with the 
reduction of incidences of new cases. Secondary prevention is early 
case-finding and interruption of the courses of dysfunction and is 
distinguished from tertiary prevention, which is the rehabilitation 
and prevention of long-term complications of the dysfunction (Spiro, 
1980).
1. Primary Prevention
Primary prevention introduces new educational experiences 
that will give people added knowledge and understanding, cause them 
to question their habitual way of thinking, feeling and acting, and 
help them develop new methods of dealing with their family, 
themselves and their social environment (Averbach, 1968).
(a) Educational Programmes. The first type is information­
giving through dissemination of printed material and films, television 
and radio shows which hope to meet the needs of those who hear or
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read about it, but will not provide feedback. Various types of 
group experiences offer more possibilities, e.g., lecture-discussion 
groups where the leaders' brief lecture or film is followed by an 
extensive discussion period where familiar, minimally-threatening 
issues are raised and normalized. Audience members can experience 
relief by hearing how others deal with common distress situations.
The audience can be large which minimizes fear to interactional 
experiences, and several sessions can be set-up to discuss various 
topics. Groups are often set-up specifically for remarried couples 
since conceptually the marital dyad is the main foundation for the 
family, and the family system will be more likely to function well 
if the spouses have a strong coalition. Recruitment can be difficult 
as people are often reluctant to label themselves as stepparents and 
advertizing needs stress coping with situations rather than suffering 
from problems.
(b) Locales for Preventative Services. Family therapists as 
mental health consultants can expand their impact by educating 
important social systems which interact with the members of divorce 
and remarriage.
(i) School systems - administrators and teachers can be 
pivotal in preventive work with children of divorce and remarriage. 
Understanding the family dynamics and developing nonjudgemental 
attitudes are essential first steps in using the school as a focal 
point for prevention. Here, the school consultant educates staff 
about childrens' reactions to divorce, to stepfamily dynamics, and 
to the teachers' most helpful role during these times (Drake, 1981).
When families are in transition, the children frequently 
view teachers as significant, stable, adult figures who are in a 
position to perceive problems in the school which may not come out
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at home or which parents may overlook due to situational pre­
occupation. The child benefits when the teacher knows about and 
understands, significant events in the child's present or past 
life.
The school can also provide parents' meetings on the subject 
of divorce and/or remarriage and adult education classes about step­
parenting, e.g., Parents/Stepparents Associations, which would not be 
aimed at treatment, but towards providing information, education, 
guidelines and referrals, if needed. Such topics include ways to 
access the non-custodial parent and stepparents to the child's school 
plays, graduations etc., Providing the opportunity for classroom 
discussion among children maximizes child-parent interaction. Also 
assignments which do not focus on the 'nuclear' family help allay 
childrens' embarrassment and feeling out of place. Children may be 
encouraged, in the school setting, to write a manual about divorce 
and remarriage as a project, for example.
(ii) Medical settings - the medical profession is often in 
an excellent position to advise and help if they are themselves 
educated and free of judgements. Literature provided in waiting rooms 
can help alert clients to the physician's sensitivity to discussing 
problems. These may include 'The Stepfamily Bulletin' and pamphlets 
pertaining to divorce and remarriage.
(iii) Religious settings - religious institutions which 
recognize and respond to stepfamily problems give a powerful sanction 
and validation of the stepfamily as an accepted, normal way of life 
and provide positive settings for family activities, discussion and 
youth groups. To do this need not interfere or contradict the 
clergy's responsibility to strengthen the intact family and to advise 
against ill-conceived separation and divorce. Church-sponsored
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programmes can provide outreach to families by couple groups, couple 
clubs, weekend activities and family programmes. In counselling 
curricula for the clergy, education about divorce and remarriage should 
be included to enhance counselling relevance and effectiveness.
(iv) Community centres - these are natural settings for step- 
families to gather and benefit from programming, such as stepparent 
and stepchild outings, youth groups, workshops and courses.
(v) Employee Assistance programmes - industrial mental health 
programmes that respond to the individual, family and work-related 
problems that effect the on-the-job efficiency and morale could be 
effective in increasing productivity, decreasing absenteeism, limiting 
staff turnover and improving the quality of working life.
(vi) Self help - self-help organizations for separation and 
divorce and remarriage are developing. Such organizations can provide 
educational services for the members and the larger community that 
interacts with them. Services include groups, lectures, meetings, 
community discussion groups and education programmes and workshops. 
Newsletters which can be distributed among schools, medical settings 
etc., can be beneficial, particularly with columns for children written 
by children.
2. Secondary Prevention - Pre-marriage Counselling
There are disproportionately fewer requests for pre-remarriage 
counselling than for stepfamilies who call for help in crisis. Often, 
these not-yet-remarried partners may have experienced minor difficulties 
or may have unearthed more serious problems between themselves or with 
the children. Others may reauest help in 'averting potential problems', 
in 'helping children adjust' and 'what to look for'. Sager (1983)
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suggests that a higher proportion of remarried couples ask for 
premarital education on counselling than do those entering a first 
marriage.
The goal of pre-remarriage counselling is to aid the couple 
in accomplishing the tasks necessary for readying themselves for re­
marriage or living together. If there are children, the dyad- 
focussed counselling helps make up for the loss of the courtship 
developmental stage due to the instant family phenomenon. It also 
brings to the surface child issues which may have been glassed over 
in the excitement of the impending marriage.
Prerequisite attitudes for the remarrying adult include 
(Carter and McGoldrick, 1980):
(a) sufficient emotional divorce from the ex-spouse so there are no 
secret wishes to revive the old relationship or injure the former 
mate.
(b) ability to meet affective and financial responsibilities in a 
new relationship
(c) clarity and agreement with future partner regarding emotional 
and practical aspects of their marital contract
(d) clarity with future partner regarding his/her relationships with 
the ex-spouse and children and vice-versa, i.e., dispel instant love 
myth between stepparent and stepchild
(e) understanding of parenting and possible problems if new partner 
has no children of their own
(f) provision for children to get to know their future stepparent in 
advance of remarriage, and
(g) it is important for all members to accept that the new family 
is a more open system, with more permeable boundaries than those of 
the nuclear family. It is important to continue the same visiting, 
emotional and financial commitments to a child that existed prior to remarriaj
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Similar approaches apply to post-marriage and pre-marriage 
counselling, with the added factor that commitment had been made. 
Situations and systems change over time; a well-functioning stepfamily 
may develop problems after several years. Here too, counselling may 
be the first effort to prevent and/or arrest incipient dysfunction. 
Remarriage is a profound social change and the interfacing of normal 
adolescent development with a dysfunctional remarrying or remarried 
system is more likely to result in the extreme forms of extrusion.
It is hoped that enough short-term crisis residences can be 
set-up to provide a temporary living arrangement for the system- 
extruded adolescent. An adjunct to this would be family, individual, 
adolescent and group sessions in which to explore problems and find 
short- and long-term solutions. The goal would be to return the 
adolescent to the home or alternative living arrangement with all 
family members having a deeper insight and understanding of their 
problems and a better sense of the services available to help towards 
a resolution.
The long-range goal of all adolescents is for them to 
develop enough of an identity so that the process of separation and 
individualisation culminates with having established the basis 
for achieving good relations. The major work in the preventative 
area lies in the future: the establishment of good services and co­
operation from professionals to fill this obvious need.
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APPENDIX 1: THE INITIAL QUESTIONNAIRE 102
STUDY CF FAMILY RELATIONSI1IF S C
It is important that we get an idea of the kind of family situation each child who 
comes to the refuge has. Please tick one box in each question which best describes 
the situation which applies to you. There are no right or wrong answers, only those 
which apply to you. Remember, all information is treated with the STRICTEST CONFIDENCE. 
It is also important that we contact a parent or family member to complete another 
questionnaire, so we ask you to fill out particulars below. Parents will not have 
access to your answers unless your permission is given.
Parents contact name, address, and phone number:
1. What relationship is the contact person to you?
a. Natural parent—
b. Step parent----
c. Foster parent__
d. Adoptive parent
e. Sister/brother—
f. Relative------
2. What is your sex?
aoaOa□
a. Male--
b. Female-
3. Kow old are you? years
4. What is your occupation?
a. Employed
b. Unemployed
c. At school —
uG
d. Should be at school ■U
5. What is your parental situation? 
a. Both natural parents ________ O
b. One parent either remarried or defacto
c. Lone parent--------------------------- —
d. Foster family
e. Adopted family
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6. What was your last living situation?
a. With the family described in 5 above.--------------- -—
b. With relatives------------ — --------------------------
c. With friends---------------------------- -- ---- ------
d. Alone----------------- — —-------------- ------------- *“
e. In an institution-----------------------— ---- --------
7. Why did you come to the refuge?
a. Needing timeout from family conflict--------------- “
b. Loss of family supports— — ---------— ---------------
c. No room at home-------------------------— ------------
d. Just drifting around---------------------------------
e. Awaiting placement by welfare — ------------------- ---
8. Where do you think you will go when you leave the refuge?
a. Home----- — ------ — —------------- — — ---------------
b. To an institution----------- --- —--------------------
c. To your own accommodation— ----- — —-----------------
d. Don’t knew ---- - ------------- — —  --- -
□□POP PPPPP 
PPPP
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Everyone at some time in their life may experience some of the things listed below. 
It is likely that you have experienced some of these. What we want to know is what 
happened to you personally, in the 12 months prior to leaving home. Please tick the 
boxes next to each experience which has happened to you personally in that time.
1.
2.
3.
A  p a r e n t  d y i n g -------------------------------------------------------------------------
C l o s e  f T"i e n d  d v i n o  . . .
4.
5.
6.
7
------------------ ------- -------  o —  | 1
U
8.
9.
10.
F l u n k i n g  a  g r a d e  i n  s c h o o l — --- — ——  ■
T.nqino a cnor>-l a 1 rvot- ________________________________________________________________  1
11.
----- 0 ----r —  ^ L J
.
13. 
14 Li
115. C l o s e  Pi rl f r i <~>n A  n r o n n a n  t-
16.
° ......  r L J
Parprtf 1 nsp.s 1 nh ______________1 1
17. G e t t i n g  h u r t  o r  s i c k
1
18. F i g h t i n g  w i t h  p a r e n t s  ___  . □
□
□
19. S c h o o l  d i s c i p l i n e  p r o b l e m ^
20. B o d v  i m a g e  d i ^ c n m f o r t  .
21. S t a r t i n g  n e w  school
22. M o v i n g  to n e w  h o m e  ___ . □
□
O
□
□
□
□
n
23. C h a n c e  in anriparanrs .
24. F i g h t i n g  w i t h  s i b l i n g s
25. M e n s t r u a l  prohl e ^ s
26. N e w  a d u l t  f a m i l y  m e m b e r
27. S t a r t i n g  a j o b
28. M o t h e r  cettinc? nrponap*-
29. D a t i n g  p r o b l e m s
30.
31.
i
S i b l i n g  rparrieQ
32. F r i e n d  c o n s i d e r s / a t t e m p t s  s u i c i d e
33. Y o u  c o n s i d e r  s u i c i d e  ----- -------- --------------------- ---------------------------
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Here are a series of questions which ask what kind of support youi family 
has given to you in the past. There are no right or wrong answers, but 
simply those that apply to you. Tick the box which most closely describes 
your situation.
1. A Have any family members tried to help you with your difficulties? 
(Tick more than one box here if necessary)
a.
b.
c.
d.
Mother
Father
Brother/sister 
Relative -----
e. No-one (go straight to question 2) —
B Who has given most help?
a. Mother --------------
b. Father--------------
c. Brother/sister-----
d. Relative -----------
How often did this person help you?
a. Often--------------------- -— — —
b. Sometimes----------------------
c. Not often
-O
a■g
-a
- □-a
What sort of help has this person given you?
a. Emotional (talking, sympathy, understanding)--------------T^ j
b. Physical (finding a helper, getting you what you need)---
c. Both a. and b - ---------------------------------------------
Has this help stopped?
a. No —-------------------------------------------- -—  ------ — —
b. Yes------------------------------- --- ---------------------
2. A Do you feel any family members have taken an interest in how
your child is managing? (tick more than one box here if necessary).
_ _n
V». 'Fat'hor
\___i
_________________________n
_______n
e. No-one (go to question 3) — ----------- -- --------------------------□
B Who has taken the most interest? 
a. Mother------------------- ---■--
b. f a t h e r --------------------- — ----------- ---------------------------L J
c •
d.
DLÜLIlCr/ SlSkcL ■■»--- 1 1 * .........* 1 "" " •—
Relative --------------------- -----------
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C Did you talk about your problems with this person?
a. No -
b. Yes
D How did this person feel about it?
a. Sympathetic —
b. Indifferent -
c. Concerned---
d. Angry--------
e. Disappointed
f. Helpless----
g. Don* t know —
■O
3. Was there anyone who made things worse?
a. Mother-
b. Father
c. Brother/sister
d. Relative------
e. No-one ------- G
4. Was there anyone you expected to be sympathetic but wasn’t?
a. Mother--------
b. Father--------
c. Brother/sister
d. Relative -----
e. No-one-------- □ 
□
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Here are a list of questions about how families work. There are no 
right or wrong answers, but simply those that apply to your family. 
Please read each of the following statements and then circle one of the 
numbers on each line to indicate whether the statement is true or false 
for you. There are no right or wrong answers.
If a statement is definitely true for you, circle 1 
If it is mostly true for you, circle 2 
If you don't know whether it is true or false, circle 3 
If it is mostly false for you, circle 4.
If it is definitely false for you, circle 5.
Defi- Defi-
nitely Mostly Don't Mostly nitely
true true know false false
1. Family members really help and support
one another 1 2 3 4 5
2. Family members often keep their
feelings to themselves 1 2 3 4 5
3. We fight a lot in our family 1 2 3 4 5
4. We don't do things on our own very
often in our family 1 2 3 4 5
3. We feel it is important to be the best
at whatever we do 1 2 3 4 5
6. We often talk about political and
social issues 1 2 3 4 5
7. We spend most weekends and evenings
at home 1 2 3 4 5
8. Family members attend church/synagogue/
Sunday school fairly often 1 2 3 4 5
9. Activities in our family are pretty
carefully planned 1 2 3 4 5
10. Family members are rarely ordered
around 1 2 3 4 5
11. We often seem to be killing time at
home 1 2 3 4 5
12. We say anything we want to around home 1 2 3 4 5
13. Family members rarely become openly
angry 1 2 3 4 5
14. In our family, we are strongly encouraged
to be independent 1 2 3 4 5
15. Getting ahead in life is very important
in our family. 1 2 3 4 5
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Defi- Defi­
nitely Mostly Don't Mostly nitely
true true know false false
16. We rarely go to lectures, plays or 
concerts 1 2 3 4 5
17. Friends often come over for dinner 
or to visit 1 2 3 4 5
18. We don't say prayers in our family 1 2 3 4 5
19. We are generally very neat and 
orderly 1 2 3 4 5
20. There are very few rules to follow 
in our family 1 2 3 4 5
21. We put a lot of energy into what we 
do at home 1 2 3 4 5
22. It's hard to "blow off steam" at 
home without upsetting somebody 1 2 3 4 5
23. Family members sometimes get so 
angry they throw things. 1 2 3 4 5
24. We think things out for ourselves in 
our family 1 2 3 4 5
25. How much money a person makes is not 
very important to us 1 2 3 4 5
26. Intellectual curiosity is very important 
in our family 1 2 3 4 5
27. Nobody in our family participates in 
sports, football, bowling etc. 1 2 3 4 5
28. We often talk about the religious meaning 
of Christmas, Passover, or other 
holidays 1 2 3 4 5
29. It’s often hard to find things when 
you need them in our household 1 2 3 4 5
30. There is one family member who makes 
most of the decisions 1 2 3 4 5
31. There is a feeling of unity and cohesion 
in our family 1 2 3 4 5
32. We tell each other about our personal 
problems 1 2 3 4 5
33. Family members hardly ever lose 
their tempers 1 2 3 4 5
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Defi­
nitely
true
Mostly
true
Dont*t 
know
Mostly
false
Defi­
nitely
false
34. We come and go as we want to in our 
family 1 2 3 4 5
35. We believe in competition and "may 
the best man win" 1 2 3 4 5
36. We are relatively uninterested in 
cultural activities 1 2 3 4 5
37. We often go to movies, sports events, 
camping etc. 1 2 3 4 5
38. We don't believe in heaven or hell 1 2 3 4 5
39. Being on time is very important in 
our family 1 2 3 4 5
40. There are set ways of doing things 
at home 1 2 3 4 5
The Feelings List
Below is a list of problems and complaints that people sometimes have. 
Please read each one carefully. After you have done so, please circle 
one of the numbers on each line to indicate how much that problem has 
bothered or distressed you during the past week including today.
Please circle only one number for each problem.
Not A Quite
at little a Ex-
all bit bit treiuely
1. Headaches 1 2 3 4
2. Nervousness or shakiness inside 1 2 3 4
3. Being unable to get rid of bad thoughts
or ideas 1 2 3 4
4. Faintness or dizziness 1 2 3 4
5. Loss of sexual interest or pleasure 1 2 3 4
6. Feeling critical of others 1 2 3 4
7. Bad dreams 1 2 3 4
8. Difficulty in speaking when you are excited 1 2 3 4
9. Trouble remembering things 1 2 3 4
10. Worried about sloppiness or carelessness 1 2 3 4
no
Not at A  little Q uite a
all bit bit E x t r e m e l y
11. F e e l i n g  eas i l y  a nnoyed or irrit a t e d 1 2 3 4
12. P a i n s  in the heart or chest 1 2 3 4
13. I t c h i n g 1 2 3 4
14. F e e l i n g  l o w  in e n e r g y  or slowed down 1 2 3 4
15. T h o u g h t s  of e n d i n g  your life 1 2 3 4
16. S w e a t i n g 1 2 3 4
17. T r e m b l i n g 1 2 3 4
13. F e e l i n g  confused 1 2 3 4
19. P o o r  a p p e t i t e 1 2 3 4
20. C r y i n g  e a s i l y 1 2 3 4
21. F e e l i n g  shy or unea s y  w i t h  the 
o p p o s i t e  sex 1 2 3 4
22. A  f e e l i n g  of b e i n g  tr a p p e d  or caught 1 2 3 4
23. S u d d e n l y  scared for no reason 1 2 3 4
24. T e m p e r  outbu r s t s  y o u  could not c ontrol 1 2 3 4
25. C o n s t i p a t i o n 1 2 3 4
26. B l a m i n g  y o u r s e l f  for things 1 2 3 4
27. P a i n s  in the l o wer part of yo u r  b a c k 1 2 3 4
28. F e e l i n g  b l o c k e d  in g e t t i n g  things 
done 1 2 3 4
29. F e e l i n g  lonely 1 2 3 4
30. F e e l i n g  blue 1 2 3 4
31. W o r r y i n g  too m u c h  about things 1 2 3 4
32. F e e l i n g  no interest in things 1 2 3 4
33. F e e l i n g  fearful 1 2 3 4
34. Y o u r  feelings b e i n g  eas i l y  hurt 1 2 3 4
35. H a v i n g  to ask others w h a t  y o u  should 
do 1 2 3 4
36. F e e l i n g  others do not u n d e r s t a n d  y o u  
o r  are u n s y m p a t h e t i c 1 2 3 4
Ill
Not at 
all
A little 
bit
Quite a 
bit Extremely
37. Feeling that people are unfriendly or 
dislike you 1 2 3 4
38. Having to do things very slowly to 
ensure correctness 1 2 3 4
39. Heart pounding or racing 1 2 3 4
40. Nausea or upset stomach 1 2 3 4
41. Feeling inferior to others 1 2 3 4
*
CNI
<r Soreness of your muscles 1 2 3 4
43. Loose bowel movements 1 2 3 4
44. Trouble falling asleep 1 2 3 4
45. Having to check and double-check 
what you do 1 2 3 4
46. Difficulty making decisions 1 2 3 4
47. Wanting to be alone 1 2 3 4
48. Trouble getting your breath 1 2 3 4
49. Hot or cold spells 1 2 3 4
50. Having to avoid certain things, places 
or activities because they frighten 
you 1 2 o 4
51. Your mind going blank 1 2 3 4
52. Numbness or tingling in parts of your 
body 1 2 3 4
53. A lump in your throat 1 2 3 4
54. Feeling hopeless about the future 1 2 3 4
55. Trouble concentrating 1 2 3 4
56. Feeling weak in parts of your body 1 2 3 4
57. Feeling tense or keyed up 1 2 3 4
58. Heavy feelings in your arms or legs 1 2 3 4
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FOLLOW-UP C
Here are a series of questions which ask what kind of support your family 
has given to you in the past. There are no right or wrong answers, but 
simply those that apply to you. Tick the box which most closely describes 
your situation.
1. A Have any family members tried to help you with your difficulties? 
(Tick more than one box here if necessary)
Mother------------- -— - ---------------------------- --
Father------------ ------------ ------------------------
a.
b.
c.
d.
Brother/sister. 
Relative------
IE
- □
-O
e. No-one (go straight to question 2)- n
B
C
D
E
Who has given most help?
a. Mother-----— ------------------ — ---------------------
b. Father--— ----------- ----------- —--------------------
c. Bro ther/sister— ■--------------- — —  -----—  -----------
d. Relative-- ---------------------- - ------------------- -
How often did this person help you?
a. Often-------- ------------------------------------- -— —
b. Sometimes—---------- — --------- - --------------------— -
c. Not often-----— ------------—------------------------
What sort of help has this person given you?
a. Emotional (talking, sympathy, understanding)---------
b. Physical (finding a helper, getting you what you need)
c. Both a. and b.----- -— -— — ----------------------------
Has this help stopped?
a. No ________________ ___________— ----------------------
b. Yes ------------- -------- -----------------------------
- Ü
- □
- □
- □
- □
- □
- O
□□
□
-□
2. A Do you feel any family members have taken an interest m  how
you. qre. •" managing? (tick more than one box here if necessary).
a.
b.
c.
d.
e.
Mother — ---------- -------
Father ----------— -----
Brother/sister— ----------
Relative - -------- --- - --
No-one (go to question 3)
□
-□
-□
B Who has taken the most interest?
a.
b.
c.
Mother -------
Father -------
Brother/sister
-□d. Relative
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C Did you talk about your problems with this person?
a. N o --------------------- ------- ------------ — ------------- □
b. Yes— ----------- — —  --------------- - " CH
D How did this person feel about it?
a. Sympathetic----- -------------
b. Indifferent— ---------------- -
c. Concerned— ----------------- -
d. Angry___________ —---------- —
e. Disappointed--------- - ------- -
f. Helpless.-- -- ----------------
g. Don't know _______________
3. Was there anyone who made things worse?
a. Mother_______
b. Father--------
c. Brother/sister
d. Relative -----
e. No-one _— .-----
4. Was there anyone you expected to be sympathetic but wasn't?
a. Mother--------
b. Father—------
c. Brother/sister
d. Relative - ----
e. No-one --------
□pppP
pp 
ppppp 
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Here are a list of questions about how families work. There are no 
right or wrong answers, but simply those that apply to your family. 
Please read each of the following statements and then circle one of the 
numbers on each line to indicate whether the statement is true or false 
for you. There are no right or wrong answers.
If a statement is definitely true for you, circle 1 
If it is mostly true for you, circle 2
If you don’t know whether it is true or false, circle 3 
If it is mostly false for you, circle 4.
If it is definitely false for you, circle 5.
Defi- Defi­
nitely Mostly Don't Mostly nitely 
true true know false false
1. Family members really help and support
one another 1 2 3 4
2. Family members often keep 
feelings to themselves
their
1
3. We fight a lot in our family 1
4. We don't 
often in
do things on our 
our family
own very
1
2
2
2
3
3
3
4
4
4
5
5
D
5. We feel it is important to be the best 
at whatever we do 1 2 3 4 5
6. We often talk about political and 
social issues
7. We spend most weekends and evenings 
at home 1
8. Family members attend church/synagogue/
Sunday school fairly often 1
9. Activities in our family are pretty
carefully planned 1
10. Family members are rarely ordered 
around
11. We often seem to be killing time at 
home 1 2 3 4 5
12. We say anything we want to around home 1 2 3 4 5
13. Family members rarely 
angry
become openly
1 2 3 4 5
14. In our family, we are 
to be independent
strongly encouragedl
1 2 3 4 5
15. Getting ahead in life 
in our family.
is very important
1 2 3 4 5
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Defi- Defi­
nitely Mostly Don't Mostly nitely
true true know false false
16. We rarely go to lectures, plays or 
concerts 1 2 3 4 5
17. Friends often come over for dinner 
or to visit 1 o 3 4 5
18. We don't say prayers in our family 1 7 3 4 5
19. We are generally very neat and 
orderly 1 2 3 4 5
20. There are very few rules to follow 
in our family 1 2 3 4 5
21. We put a lot of energy into what we 
do at home 1 2 3 4 5
22. It's hard to "blow off steam" at 
home without upsetting somebody 1 2 3 4 5
23. Family members sometimes get so 
angry they throw things. 1 2 3 4 5
24. We think things out for ourselves in 
our family 1 2 3 4 5
25. How much money a person makes is not 
very important to us i 7 3 4 5
26. Intellectual curiosity is very important 
in our family i 0 3 4 5
27. Nobody in our family participates in 
sports, football, bowling etc. 1 2 3 4 5
28. We often talk about the religious meaning 
of Christmas, Passover, or other 
holidays 1 2 3 4 5
29. It's often hard to find things when 
you need them in our household 1 2 3 4 5
30. There is one family member who makes 
most of the decisions 1 2 3 4 5
31. There is a feeling of unity and cohesion 
in our family 1 2 3 4 5
32. We tell each other about our personal 
problems 1 2 3 4 5
33. Family members hardly ever lose 
their tempers 1 2 3 4 5
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Defi­
nitely
true
Mostly
true
Dont’t 
know
Mostly
false
Defi­
nitely
false
34. We come and go as we want to in our 
family 1 2 3 4 5
35. We believe in competition and "may 
the best man win" 1 2 3 4 5
36. We are relatively uninterested in 
cultural activities 1 2 3 4 5
37. We often go to movies, sports events, 
camping etc. 1 2 3 4 5
u> 00 We don’t believe in heaven or hell 1 2 3 4 5
39. Being on time is very important in 
our family 1 2 3 4 5
40. There are set ways of doing things 
at home 1 2 3 4 -
The Feelings List
Below is a list of problems and complaints that people sometimes have. 
Please read each one carefully. After you have done so, please circle 
one of the numbers on each line to indicate how much that problem has 
bothered or distressed you during the past week including today.
Please circle only one number for each problem.
Not
at
all
A
little
bit
Quite
a
bit
Ex­
tremely
1. Headaches 1 2 3 4
2. Nervousness or shakiness inside 1 2 3 4
3. Being unable to get rid of bad thoughts 
or ideas 1 2 3 4
4. Faintness or dizziness 1 2 3 4
5. Loss of sexual interest or pleasure 1 2 3 4
6. Feeling critical of others 1 2 3 4
7. Bad dreams 1 2 3 4
8. Difficulty in speaking when you are excited 1 2 3 4
9. Trouble remembering things 1 2 3 4
10. Worried about sloppiness or carelessness 1 2 3 4
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12.
13.
14.
15.
16.
17.
18.
19.
20. 
21.
2 2 .
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
11.
Not at A little Quite a
Feeling easily annoyed or irritated 
Pains in the heart or chest 
Itching
Feeling low in energy or slowed down
Thoughts of ending your life
Sweating
Trembling
Feeling confused
Poor appetite
Crying easily
Feeling shy or uneasy with the 
opposite sex
A feeling of being trapped or caught 
Suddenly scared for no reason 
Temper outbursts you could not control 
Constipation
Blaming yourself for things
Pains in the lower part of your back.
Feeling blocked in getting things 
done
Feeling lonely 
Feeling blue
Worrying too much about things 
Feeling no interest in things 
Feeling fearful
Your feelings being easily hurt
Having to ask others what you should 
do
Feeling others do not understand you 
or are unsympathetic
all bit bit Extremely
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
i 2 3
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
1 2 3 4
36.
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Not at 
all
A little 
bit
Quite a 
bit Extremely
37. Feeling that people are unfriendly or 
dislike you 1 2 3 4
38. Having to do things very slowly to 
ensure correctness 1 2 3 4
39. Heart pounding or racing 1 2 3 4
40. Nausea or upset stomach 1 2 3 4
41. Feeling inferior to others 1 2 3 4
42. Soreness of your muscles 1 2 3 4
43. Loose bowel movements 1 2 3 4
44. Trouble falling asleep 1 2 3 4
45. Having to check and double-check 
what you do 1 2 3 4
46. Difficulty making decisions 1 2 3 4
47. Wanting to be alone 1 2 3 4
48. Trouble getting your breath 1 2 3 4
49. Hot or cold spells 1 2 3 4
50. Having to avoid certain things, places 
or activities because they frighten 
you 1 2 3 4
51. Your mind going blank 1 2 3 4
52. Numbness or tingling in parts of your 
body 1 2 3 4
53. A lump in your throat 1 2 3 4
54. Feeling hopeless about the future 1 o 3 4
55. Trouble concentrating 1 2 3 4
56. Feeling weak in parts of your body 1 2 3 4
57. Feeling tense or keyed up 1 2 3 4
58. Heavy feelings in your arms or legs 1 2 3 4
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STUDY OP TAI-ilLY .RELATIONSHIPS P
It is important that we get an idea of the kind of family situation each 
child who comes to the refuge has. Please tick the box in each question 
which best describes the situation which applies to your child. There are 
no right or wrong answers, only those which apply to your child. Remember, 
all information is treated with the STRICTEST CONFIDENCE.
1. What relation are you to the child?
a.
b.
c.
d.
e.
f.
Natural parent —
Step parent ----
Foster parent--
Adoptive parent- 
S is ter/brother—  
Relative-------
C
-□
-LJ
Uaa
2. W^at is your child’s sex?
a. Male --------------------------------- —
b. Female-------—-------------------------
3. What is your child’s a g e ? ______ years
a-a
4. What does your child normally do? Is he/she -
5.
a. Employed---------------------------- - -
b . Unemployed-----------------------------
c. At school--------------------------— —
d. Should be at school---------- -------- —
What is your child’s parental situation?
a. Both natural parents—-----------------
b. One parent either remarried or defacto
c. Lone parent----------------------------
d. Foster family--- — -------------------
e. Adopted family--------------------- ----
a
-□
-□
-□
c-a
-□a
6. What was your child’s last home situation?
a. With the family described in 5. above-------
V> TaH t-H t*p>1 at* •{
— □ 
1— 11__1
1— 1
i__i.n
e. In an institution.---------------------------- .... .
u
— n
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7. Why did your child go to the refuge?
a.
b.
c.
d.
e.
Heeding timeout from family conflict
Loss of family supports ------------
No room at home--------------------
Just drifting around---------------
Awaiting placement by welfare ------
a
c
a
8. Where do you think your child will go when leaving the refuge?
a.
b.
c.
d.
Home--------------------- -
To an institution --------
To their own accommodation 
Don’t know.---------------
□
g
-□
- □
Here are a series of questions which ask what kind of support your family 
has given to your child in the past. Again, there are no right or wrong 
answers, but simply those that apply to your child. Tick the box which 
most closely describes the situation regarding your child.
1. A
B
Have a.ny family members tried to help your child with his/her 
problems? (tick more than one box here if necessary)
a. Mother .... ......... .................. ...... —-— -— — 1
b. Father------------------ -------------------------------
c. Brother/sister----------------- — -----------------------
d. Relative--- ---------------------------- *----------------
e. No-one (go straight to question 2) ----------------------
Who has given most help?
a. Mother-------------- ----------------- ---— — — ---------
b. Father______________________________________ — ----------
c. Brother/sister-------------------------------------- ---
d. Relative----------- - ------------------ - ----------------
-□
-□
G
-O
-a-u-a-a
C How often did this person help your child?
a. Often___
b. Sometimes
c. Not often
a■a
Ci
What sort of help has this person given your child
a. Emotional (talking, sympathy, understanding)—
b. Physical (finding a helper, getting you what you need)—
c. Both a. and b.-----------------------------------------
Has this help stopped?
a. No---------------
b. Yes---------------
G
G
G
GO
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2. A Do you feel any family members have taken an interest in how
your child is managing? (tick more than one box here if necessary.)
a.
b.
c.
d.
e.
Mother ---------
Father--------
Brother/sister. 
Relative______
No-one (go to question 3)
B Who has taken the most interest?
a. Mother__________ _ __________
b. Father_______________________
c. Brother/sister--- - ---------
d. Relative ____________________
C Did this person discuss the problems with your child?
a. No - ____________________________________________
b. Yes-_______________________________________________
c. Don't know___________________________________ .—  
D How did this person feel about it?
a. Sympathetic___ _ _________________________________
b. Indifferent_______________________________________
c. Concerned __________________________________________
d. A n g r y ___________________________________________
e. Disappointed---------------------------------- ---—
f. Helpless__________________________________________
g. Don't know________________________________ ——  ---
3. Was there anyone who made things worse for your child?
a. Mother------------------------------ ----- ------—
Father_ _.___________________________________________b.
c.
d.
e.
Brother/sister.
Relative------
No-one--------
4. Was there anyone you expected to be sympathetic to him/her, but 
wasn't?
a. Mother--------------------------------------------------------
b. Father---------- — -------------------------------------------
c. Brother/sister__________________________________________ _____
d. Relative------------------------------ —----------------------
e. No-one-------------------------------------------------------
DOO 
POOP POO 
0000000 00000 
000
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Everyone at some time in their life may experience some of the things 
listed below. It is likely that your child has experienced some of these. 
What we want to know is what has happened to your child in the 12 months 
prior to leaving home. Please tick the box next to each experience which 
has happened to your child in this time. Again, there are no right or 
wrong answers, only those which apply to your child, More than one box may 
be ticked.
1. A parent dying-------------------- ---
2. Brother/sister dying------------------
3. Close friend dying--------------------
4. Parental divorce or separation--------
5. Failing one or more school grades-----
6. Being arrested------------------------
7. Flunking a grade in school------------
8. Alcohol problem in the home-----------
9. Getting into drugs/alcohol------------
10. Losing a special pet------------------
11. Parent/relative gets very sick-- - ----
12. Losing a job__________________________
13. Breaking up with close girl/boy friend-
14. Quitting school-----------------------
15. Close girlfriend pregnant____________ -
16. Parent loses job---------------------
17. Getting hurt or sick-----------------
18. Fighting with parents----------------
19. School discipline problems-----------
20. Body image discomfort________________
21. Starting new school------------------
22. Moving to new home-------------------
23. Change in appearance------------------
24. Fighting with siblings---------------
25. Menstrual problems-------------------
26. New adult family member--------------
27. Starting a job-----------------------
28. Mother getting pregnant---------------
29. Dating problems --- -— — --------------
30. Making new friends-------------------
31. Sibling marries ----------------------
32. Friend considers/attempts suicide----
33. Your child considers suicide.---------
ia
äb
ii
ii
ää
üü
ää
Dä
üä
äb
äü
äO
üü
öü
öa
DD
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Here are a list of questions about how families work. There are no 
right or wrong answers, but simply those that apply to your family. 
Please read each of the following statements and then circle one of the 
numbers on each line to indicate whether the statement is true or false 
for you. There are no right or wrong answers.
If a statement is definitely true for you, circle 1 
If it is mostly true for you, circle 2 
If you don’t know whether it is true or false, circle 3 
If it is mostly false for you, circle 4.
If it is definitely false for you, circle 5.
Def i- Defi-
nitely Mostly Don’t Mostly nitely
true true knoitf false false
1. Family members really help and support
one another 1 2 3 4 5
2. Family members often keep their
feelings to themselves 1 2 3 4 5
3. We fight a lot in our family 1 2 3 4 5
4. We don’t do things on our own very
often in our family 1 2 3 4 5
5. We feel it is important to be the best
at whatever we do 1 2 3 4 5
6. We often talk about political and
social issues 1 2 3 4 5
7. We spend most weekends and evenings
at home 1 2 3 4 5
8. Family members attend church/synagogue/
Sunday school fairly often 1 2 3 4 5
9. Activities in our family are pretty
carefully planned 1 2 3 4 5
10. Family members are rarely ordered
around 1 2 3 4 5
11. We often seem to be killing time at
home 1 2 3 4 5
12. We say anything we want to around home 1 2 3 4 5
13. Family members rarely become openly
angry 1 2 4 5
14. In our family, we are strongly encouraged
to be independent 1 2 3 4 5
15. Getting ahead in life is very important
in our family. 1 2 3 4 5
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Def i- Defi-
nitely Mostly Don't Mostly nitely
true true know false false
16. We rarely go to lectures, plays or
concerts 1 2 3 4 5
17. Friends often come over for dinner
or to visit 1 2 3 4 5
18. We don't say prayers in our family 1 2 3 4 5
19. We are generally very neat and
orderly 1 2 3 4 5
20. There are very few rules to follow
in our family 1 2 3 4 5
21. We put a lot of energy into what we
do at home 1 2 3 4 5
22. It's hard to ’’blow off steam" at
home without upsetting somebody 1 2 3 4 5
23. Family members sometimes get so
angry they throw things. 1 2 3 4 5
24. We think things out for ourselves in
our family 1 2 3 4 5
25. How much money a person makes is not
very important to us 1 2 3 4 5
26. Intellectual curiosity is very important
in our family 1 2 3 4 5
27. Nobody in our family participates in
sports, football, bowling etc. 1 2 3 4 5
28. We often talk about the religious meaning
of Christmas, Passover, or other
holidays 1 2 3 4 5
29. It's often hard to find things when
you need them in our household 1 2 3 4 5
30. There is one family member who makes
most of the decisions 1 2 3 4 5
31. There is a feeling of unity and cohesion
in our family 1 2 3 4 5
32. We tell each other about our personal
problems 1 2 3 4 5
33. Family members hardly ever lose
their tempers 1 2 3 4 5
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Defi-- Defi-
nitely Mostly D o n t ’t Mostly nitely
true true know false false
34. We come and go as we want to in our 
family 1 2 3 4 5
35. We believe in competition and Mmay 
the best man win" 1 2 3 4 5
36. We are relatively uninterested in 
cultural activities 1 2 3 4 5
37. We often go to movies, sports events, 
camping etc. 1 2 3 4 5
38. We d o n f t believe in heaven or hell 1 2 3 4 5
39. Being on time is very important in 
our family 1 2 3 4 5
40. There are set ways of doing things 
at home 1 2 3 4 5
